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Part I11

INDICATORS FOR SPECIFIC PROGRAMMATIC AREAS

Part I1I of the Compendium covers 12 programmatic
areas for reproductive health, beginning with the 3 that
command the largest percentage of government and
donor budgets: family planning, STI/HIV/AIDS, and
safe motherhood. Additional areas include women’s
nutrition, newborn health, and breastfeeding. Dur-
ing the 1990s governments and/or NGOs developed
programmatic initiatives to meet a broader range of RH
needs, including adolescent reproductive health pro-
grams, postabortion care (PAC), male involvement,
violence against women (VAW), female genital cut-
ting (FGC), and reproductive health in emergency
situations.

Part III begins with two sets of RH indicators intended
to measure RH status in countries worldwide. The first
represents the response of the World Health Organiza-
tion (WHO) in collaboration with selected reproduc-
tive health experts to monitor the extent to which pro-
grams/countries achieve progress toward the ICPD
goals. The short list consists of 17 indicators that mea-
sure progress in a particular area (e.g., contraceptive
prevalence rate, availability of basic essential obstetric
care, HIV prevalence in pregnant women).

The second set of indicators — developed by Population
Action International (PAI) — is the Reproductive Risk

Index, which rates countries on 10 RH measures (many
of which overlap with the WHO global monitoring in-
dicators).

A primary difference between the two sets of indicators
is that the WHO does not combine indicators into a sum-
mary score for each country, whereas the Reproductive
Risk Index does. The latter raises some methodologi-
cal concerns but is useful for advocacy purposes in that
it yields comparative ratings for developing countries
worldwide.

Part III of the Compendium outlines the main results
that different RH programs are designed to achieve.
Most indicators in Part III measure outputs or outcomes,
although a few relate to the subjects covered in Part 11
(e.g., policy environment, quality of care). The excep-
tions tend to occur (1) where programs are relatively
new and experts feel the need to stress policy and qual-
ity of care issues, or (2) where measures of behavior
among the general public are not readily available. Al-
though we include several long term measures of health
status (e.g., fertility, mortality), the indicators in this
section constitute the most frequently used measures
for evaluating behavior change and impact (e.g.,
summative evaluation) for reproductive health pro-
grams.
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=  WHO?’s Short List of Reproductive Health Indicators for Global
Monitoring

= PAI’s Reproductive Risk Index




Indicator

WHQO’s SHORT LiST OF REPRODUCTIVE HEALTH INDICATORS

FOR GLOBAL MONITORING

Definition

These 17 largely population-based indicators provide
an overview of the reproductive health situation at the
global and national level, endorsed by the WHO and
the United Nations Interagency Working Group. (See
Box III.A.1 for the listing of the 17 indicators and defi-
nitions of each.)

Data Requirements

Information on each of the 17 indicators (Note: Most
of the indicators in Box II.A.1 are described in full
elsewhere in this Compendium)

Data Source(s)

The DHS or other representative surveys of the intended
population can provide certain indicators (1, 2, 4, 5, 8,
11,13, 14, 15,and 17 in Box III.A.1). Other indicators
(6, 7, 10, 12 and 16) require program-level data: ser-
vice statistics, facility-based services, or laboratory re-
sults on clients. Whereas data are generally available
for indicators based on the DHS or RHS, data may be
difficult to obtain for certain measures (e.g., percent-
age of OB-GYN admissions owing to abortion).

Purpose and Issues

During the 1990s, the official representatives of coun-
tries worldwide attended international conferences
(ICPD in Cairo, the Fourth Women’s Conference in

Beijing) and endorsed a number of global goals and
targets in the broad area of sexual and reproductive
health. This endorsement led to a proliferation of re-
productive health indicators on which countries were
asked to report. Subsequently, the United Nations asked
the WHO to take the lead in organizing an interagency
technical process to examine the issue of reproductive
health indicators and to reach consensus on a short list
of indicators for global monitoring.

The resulting set of 17 indicators covers the main areas
of reproductive health and represents the consensus
among international agencies of the key indicators for
international comparison, global monitoring, and fol-
low-up to the international conferences.

The purpose of this set of indicators is to provide an
overview of the reproductive health situation at global
and national levels. The objective is not to present a
comprehensive set of indicators for program monitor-
ing and evaluation. However, the data collected for re-
porting the indicators should be useful at the program
management level.

The WHO has started to compile estimates for all 17
indicators. This set of indicators is not meant to serve
as an index; rather, it draws attention to the key mea-
surable areas of reproductive health.
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Box III.A.1 Definitions of WHO’s Short List of Reproductive Health Indicators
for Global Monitoring (WHO, 2000a, 2001a)

1. Total Fertility Rate (TFR)
Total number of children a woman would have by the end of her reproductive period if
she experienced the currently prevailing age-specific fertility rates throughout her
childbearing life

2. Contraceptive Prevalence Rate (CPR)!
Percent of women of reproductive age (15-49) who are using (or whose partner is using)
a contraceptive method at a particular point in time

3. Maternal Mortality Ratio (MMR)
Annual number of maternal deaths per 100,000 live births

4. Antenatal Care Coverage
Percent of women attended at least once during pregnancy, by skilled health personnel
(excluding trained or untrained traditional birth attendants), for reasons relating to
pregnancy

5. Percent of Births Attended by Skilled Health Personnel
Percent of births attended by skilled health personnel (excluding trained or
untrained traditional birth attendants)

6. Availability of Basic Essential Obstetric Care
Number of facilities with functioning basic essential obstetric care per 500,000
population

7. Availability of Comprehensive Essential Obstetric Care
Number of facilities with functioning comprehensive essential obstetric care per 500,000
population

8. Perinatal Mortality Rate (PMR)
Number of perinatal deaths per 1,000 total births

9. Low Birth Weight Prevalence
Percent of live births that weigh less than 2,500¢g

10. Positive Syphilis Serology Prevalence in Pregnant Women
Percent of pregnant women (15-24) attending antenatal clinics, whose blood has been
screened for syphilis, with positive serology for syphilis

11. Prevalence of Anemia in Women
Percent of women of reproductive age (15-49) screened for hemoglobin levels with
levels 110g/1 for pregnant women, and 120g/1 for non-pregnant women

! The expert group working with WHO on this set of indicators recommends basing the calculation of contraceptive prevalence
on all women of reproductive age, in contrast to the convention used by the DHS and RHS to report it for married women only
(or married and unmarried women separately).
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12.

13.

14.

15.

16.

17.

Percent of Obstetric and Gynecological Admissions Owing to Abortion

Percent of all cases admitted to service delivery points providing in-patient obstetric and
gynecological services, which are due to abortion (spontaneous and induced, but
excluding planned termination of pregnancy)

Reported Prevalence of Women with FGC
Percent of women interviewed in a community survey reporting having undergone FGC

Prevalence of Infertility in Women

Percent of women of reproductive age (15-49) at risk of pregnancy (not pregnant,
sexually active, non-contracepting, and non-lactating) who report trying for a pregnancy
for two years or more

Reported Incidence of Urethritis in Men
Percent of men aged (15-49) interviewed in a community survey reporting episodes of
urethritis in the last 12 months

HIV Prevalence among Pregnant Women
Percent of pregnant women (15-24) attending antenatal clinics, whose blood has been
screened for HIV and who are sero-positive for HIV

Knowledge of HIV-related Prevention Practices

Percent of all respondents who correctly identify all three major ways of preventing the
sexual transmission of HIV and who reject three major misconceptions about HIV
transmission or prevention
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Indicator

PAI’s REPrRODUCTIVE RISK INDEX

Definition

Population Action International’s (PAI) “report card”
of nations composed of 10 key indicators of reproduc-
tive health. (See Box III.A.2 of key indicators.) Indica-
tors used for the Reproductive Risk Index are each
scored on a 100-point scale, and the scores are aver-
aged to yield a total country score on the index. Based
on their overall scores, countries are classified by their
risk level: very high, high, moderate, low, and very low.

Data Requirements
Information on the ten key indicators

Data Source(s)
The data for each of the indicators come from diverse
sources (DHS, WHO-estimates of MMR, and others)

Purpose and Issues

PAI’s Reproductive Risk Index measures the progress
of nations toward achieving the goals set at the Interna-
tional Conference on Population and Development in
1994. This tool is useful for advocacy purposes to docu-
ment the poor state of sexual and reproductive health in
much of the developing world. A total of 133 countries
were ranked, representing 95 percent of the world’s
population.

PAI’s Reproductive Risk Index includes many of the
same indicators as the WHO’s short list of reproductive
health indicators for global monitoring. In fact, the two
have seven indicators in common. In contrast to the
WHO set which are not “combined” into an index, PAI
has used scores on individual indicators to produce a
summary score. This approach is open to methodologi-
cal criticism that it implicitly gives equal weight to all
ten indicators and “combines apples and oranges.”
However, the summary score allows for a classification
of countries by level of risk, which is useful for advo-
cacy purposes. The five risk categories are as follows:
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Very high risk (60 points or more): The 19 countries
in this category are characterized by early and high fer-
tility, together with limited care during pregnancy and
childbirth, all of which contribute to extremely high lev-
els of maternal mortality. Safe and legal abortion is all
but unavailable and, with few exceptions, levels of HIV
infection are significant. All of the countries in this
category have low average incomes; all but three are in
sub-Saharan Africa.

High risk (45 — 59 points): The 26 countries in this
category generally have low levels of contraceptive use,
restrictive abortion policies, high birth rates, and high
maternal mortality. HIV prevalence varies widely. Sev-
enteen high risk countries are in sub-Saharan Africa,
while the remaining nine are among the poorest nations
in their respective regions.

Moderate risk (30 — 44 points): Women from these 28
countries have, on average, fewer than five children.
Obtaining a safe and legal abortion is difficult or im-
possible in most countries in this category. The 28 coun-
tries in this category represent all the developing re-
gions.

Low risk (15 — 29 points): In most of these 35 coun-
tries, fewer than one in twenty teenage girls gives birth
annually and women have, on average, fewer than three
children. Abortion is available on request in many of
these countries. HIV prevalence is below one percent
of adults in all but one of the countries in this category.

Very low risk (less than 15 points): Women in these
25 countries bear, on average, two or fewer children.
Contraceptive use is high while anemia among preg-
nant women, HIV prevalence, and deaths from preg-
nancy and childbirth are low. Abortion is available on
request in nearly all countries in this category. Fully 21
of the 25 countries in this category are wealthy, indus-
trialized countries.



Box II1.A.2 The Ten Indicators Used in PAI’s Reproductive Risk
Index:

Corresponding Section in
this Compendium

1. Annual Births per 100 Women Aged 15-19

2. Percent of Women Using Contraception

3. Abortion Policies

4. Prevalence of Anemia among Pregnant Women
5. Percent of Women Receiving Prenatal Care

6. Percent of Births Attended by Skilled Personnel
7. Percent of HIV/AIDS in Men

8. Percent of HIV/AIDS in Women

9. Total Fertility Rate (TFR)

10. Maternal Deaths per 100,000 live births

Part I11.B?

Part III.B

Part IIL.I

Part IIL.F

Part ITI.D

Part ITI.D

Part I11.C

Part I11.C?

Part III.B

Part III.D

? Indicator in Part I11.B reads Age Specific Fertility Rates (ASFR)

3 Indicator in Part II1.C reads HIV Prevalence Among Pregnant Women 15-24 years old
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=  Family Planning Program Effort Index

= Helping Individuals Achieve their Reproductive Intentions (HARI
Index)

=  Number of acceptors new to modern contraception
= Couple-years of protection (CYP)

= Method mix

=  Contraceptive prevalence rate (CPR)

= Source of supply (by method)

= Continuation rates

=  Unmet need for family planning

= Desire for additional children

=  Wanted total fertility rate (WTFR)

= Age specific fertility rates (ASFR)

= Total fertility rate (TFR)

= Unwanted total fertility rate (UTFR)




Program evaluation is more methodologically advanced
for family planning than for any other area of reproduc-
tive health, thanks to 30+ years of dedicated effort and
strong funding support for this work. Several factors
spurred the development of evaluation methodologies.
The demographic concern that underscored the early
family planning programs translated to monitoring of
results in quantitative terms: numbers of new acceptors
and continuing users. The problem of the “unequal
weight” of different methods (e.g., one condom accep-
tor versus one vasectomy acceptor) gave rise to the in-
dex of couple-years of protection (CYP).

Critics and skeptics of family planning unwittingly
strengthened evaluation efforts. The hot debate origi-
nating during the 1970s on the relative contribution of
family planning programs versus that of socio-economic
development impelled researchers to develop methods
of demonstrating the independent effect of family plan-
ning. The family planning program effort scores
(Lapham and Mauldin, 1984) played a useful role in
this research. Although this public debate has subsided,
the challenge remains to demonstrate causality (i.e., the
program interventions have impact) in family planning
program evaluation.

The World Fertility Survey (conducted from 1972 to
1984) focused primarily on the determinants of fertil-
ity, with relatively little attention to family planning and
related programmatic issues. The Contraceptive Preva-
lence Survey, first piloted in 1975 in El Salvador, was
designed to produce more programmatically useful re-
sults with shorter turn-around time. This survey tool
later evolved into the Demographic and Health Survey
(DHS) and the Reproductive Health Survey (RHS), both
national-level representative surveys of women (and
increasingly of men) of reproductive age in developing
countries (Robey etal., 1992). The DHS and RHS have
become the most widely utilized sources of data for fam-
ily planning program evaluation, because of the quality
of the information, standardization of items in the core
questionnaire, availability of repeat measurement over

Part I11.B

FAMILY PLANNING AND FERTILITY

time, and possibility of cross-national comparisons.
Both surveys extend beyond family planning to cover
related issues of maternal health/safe pregnancy and
child health. In addition to the core questionnaire, the
DHS offers 12 optional modules, including several of
particular relevance to reproductive health (e.g.,
women’s status and empowerment, violence against
women, female genital cutting, HIV/AIDS, and mater-
nal mortality). The RHS has a young adult version, and
more recently in Africa, modules on sexual behavior
and HIV testing and counseling.

A number of factors facilitate the job of evaluating fam-
ily planning programs. First, the “intermediate out-
come” — the desired behavioral change at the popula-
tion level — is a single measurable behavior: use of a
contraceptive method (aggregated to a measure of con-
traceptive prevalence). Second, despite the sensitive
nature of family planning in many countries (especially
in the early years of programs), women are willing and
able to report contraceptive use with a high degree of
accuracy, assuming the interviewer creates good rap-
port and the question is clearly worded. Third, the in-
termediate outcome of contraceptive prevalence is
strongly (inversely) correlated with a key long-term
outcome: fertility (except in countries with high levels
of abortion). In short, family planning evaluators are
blessed with a single, measurable, and valid outcome
variable. Other areas of reproductive health (with the
possible exception of breastfeeding) present a greater
methodological challenge. Nonetheless, family plan-
ning program evaluation does have a few problems of
its own.

Methodological Challenges of Evaluating Family
Planning Programs

e Contraceptive methods vary in terms of their

use-effectiveness, duration of action, and likeli-
hood of continuation.
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Although all “program methods™' can protect against
pregnancy, some do so better than others. Thus, the
program with a higher percentage of users of long-term
methods will generally be more effective in pregnancy
prevention than those in which users opt for less effec-
tive methods will be. The measure “couple-years of
protection” (CYP) was designed to address this issue,
but it has certain problems of its own (discussed be-
low).

e Large-scale survey data yield the most reliable
estimates of contraceptive use, but they have
limitations.

Valuable as DHS/RHS data are for tracking national
trends, they have three major limitations. First, such
surveys are conducted only once every three to five years
(if that often). Second, they do not yield precise results
for geographical sub-areas (e.g., district, provinces) in
most countries, which is the level at which program
managers generally need their information. Third, these
large-scale surveys are very expensive to conduct and
analyze, a fact that has caused some countries to ques-
tion the feasibility of continuing to fund them, espe-
cially if donor funding is unavailable. Given these limi-
tations, program statistics, such as number of acceptors
and CYP, are widely used to monitor family planning
programs on a routine basis.

e Demonstrating the impact of family planning
programs on contraceptive use requires more
than the simple tracking of contraceptive preva-
lence over time in a given country.

Many working in family planning would like to think
that “if contraceptive prevalence increases, the program
must be successful.” However, factors other than the
program may have contributed to these increases. Con-
trolled field experiments to demonstrate what would
have happened in the absence of the family planning
program are not feasible in evaluating ongoing, national
level programs. The single largest methodological chal-
lenge for evaluating family planning programs in the
past decade has been the issue of establishing attribu-
tion. (For a full description of the issue and proposed
methods of addressing it, see Bertrand, Magnani, and
Rutenberg, 1996, Chapter IV). Evaluation methodol-
ogy is far more advanced for family planning than for
other areas of reproductive health, in part because a
single, valid outcome indicator measurable through
DHS-type studies is available. Yet, definitively estab-
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lishing cause-and-effect is still relatively rare in the
evaluation of family planning programs.

e Thelong-term outcome variable for family plan-
ning programs is no longer clear-cut.

Prior to the 1994 Cairo Conference, one of the primary
goals of many family planning programs — especially
in Asia — was to reduce fertility, an indicator that is re-
liable and relatively easy to measure. Whereas many
governments worldwide continue to track fertility as a
desired outcome of family planning programs, a num-
ber of programs are repositioning family planning within
the larger context of reproductive health as a reproduc-
tive right or health intervention. To date, there is no
standardized, widely accepted measure of these alter-
native outcomes. Moreover, these outcomes are highly
influenced by other factors in addition to contraceptive
use. The HARI index (Helping Individuals Achieve
their Reproductive Intentions) has been proposed to
fill this void (Jain, 1995; Jain, 2001), but is not yet in
widespread use. In short, the field has moved away
from a single-minded focus on fertility, but an alterna-
tive indicator that reflects the health and reproductive
rights aspects has yet to surface.

Almost all of the indicators in this section were taken
directly from the Handbook of Indicators for Family
Planning Program Evaluation (Bertrand, Magnani, and
Knowles, 1994), suggesting little change in the basic
indicators for evaluating outputs and outcome in fam-
ily planning programs since that time. However, we
have reduced the total number of indicators of family
planning/fertility from 35 to 14, retaining those which
have proven most useful for program evaluation in field
settings.

! Program methods include oral pills, IUDs, injections,
condoms, NORPLANT implants, male sterilization, female
sterilization, spermicides, and lactational amenorrhea method
(LAM). Non-program methods include rhythm, withdrawal,
abstinence, and folkloric methods. The lower effectiveness
of certain methods is reflected in the way major surveys treat
them. The DHS collects data on all the above-cited methods,
but future reporting of contraceptive prevalence may exclude
abstinence and folkloric methods. The RHS surveys omit
LAM, abstinence, or folkloric methods in their calculation of
contraceptive prevalence. Note: The distinction between
program and non-program methods varies by country. For
example, some programs directed at youth promote
abstinence, which in this context is a program method.



Indicator

FaMmiLy PLANNING PROGRAM EFFORT INDEX

Definition

This indicator is a score (ranging from 0-120) measur-
ing the strength of the national family planning pro-
gram of a given country on four dimensions (policy and
stage setting activities, service and service-related ac-
tivities, evaluation and record keeping, availability and
accessibility of fertility control supplies and services).
The score has a potential range of 0-120 points, based
on 0-4 points for each of 30 items.

Data Requirements

Responses to a detailed questionnaire from selected key
informants (representatives of the Ministry of Health,
IPPF affiliate or other NGO; international consultants
familiar with that country; and other informed individu-
als)

Data Source(s)

A questionnaire designed explicitly for this purpose,
completed by an average of four to six individuals per
country (with extreme cases ranging from 1-12 respon-
dents). The items have remained constant over the four
rounds of data collection.

Purpose and Issues

The purpose of the Family Planning Program Effort
Index is to assess the strength of family planning pro-
grams worldwide and to measure changes over time. It
attempts to measure the effort (input) that goes into the
family planning program, not the results achieved.
These data have been collected in five different cycles
over a 27-year period from 1972 to 1999. The ques-
tionnaire consists of some 125 different questions that
relate to 30 different dimensions of program effort.
Researchers convert the responses to these questions to
individual scores (ranging from zero to four) for each
of the 30 items, using an established set of rules.

The Family Planning Program Effort Index serves sev-
eral important purposes:

1. It allows for cross-national comparisons of family
planning programs at different points over the past
27 years;

2. It traces the evolution of the family planning pro-
gram in a given country over time;

3. It measures family planning program input, inde-
pendent of outcomes (such as contraceptive preva-
lence or fertility). As such, it has been used to ana-
lyze the relative importance of family planning pro-
gram effort versus social and economic factors in
the decline of fertility rates worldwide (Lapham and
Mauldin, 1984; Mauldin and Ross, 1991; Ross and
Mauldin, 1996; Ross and Stover, 2001).

This index is useful primarily to researchers, donor
agency representatives, and those interested in under-
standing family planning programs in the international
context. Although it indicates areas of strength and
weakness for a national program, it has not been the
tool of preference for program managers at the country
level in identifying ways to improve programs. Indeed,
in contrast to other widely used measures and tools
(CYP, contraceptive prevalence, DHS and RHS surveys,
situation analysis) which are widely known to family
planning program managers throughout the developing
world, the Family Planning Program Effort Index is used
primarily for research purposes.

Two major criticisms have been leveled against this in-
dex. First, some critics argue that a sample of four to
six key respondents per cycle of data collection is inad-
equate to accurately capture the complexity of national
family planning programs. Some countries have been
scored using data from as few as one or two respon-
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dents. Second, many argue that the responses of the
key informants are biased by their knowledge of key
outcomes (contraceptive use and fertility decline). That
is, if contraceptive prevalence is high, the respondents
unconsciously give high scores to the availability of
methods, assuming that the two go hand in hand. In
short, although the index claims to measure inputs, the
responses may be biased by a knowledge of outcomes.

Despite these limitations, the Family Planning Program
Effort Index represents a valuable source of informa-
tion to the international reproductive health community.
It is the only source of data that purports to measure
inputs using a standard set of questions across coun-
tries and over time. The results for the Family Plan-
ning Program Effort Index have generally coincided with
qualitative assessments of “how good a family plan-
ning program is” in a given country. For example, the
scores indicate that in 1972 a quarter of the world’s
population lived in countries with very weak or no fam-
ily planning programs. As of 1999, no country in the
world fell in this category. Conversely, the percentage
of the world’s population living in countries with strong
family planning programs increased from 36 percent in
1972 to 68 percent in 1999 (Ross and Stover, 2001).
Curiously, some of the strongest family planning pro-
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grams in the world (e.g., in China and the Republic of
Korea) actually dropped in the most recent cycle of data
collection, presumably because the established norm for
small families and contraceptive use no longer required
the aggressive family planning program initiative of
previous years.

Most of the indicators in this Compendium are included
to encourage evaluators and researchers to collect the
necessary data to use them. By contrast, the data col-
lection for the Family Planning Program Effort Index is
conducted by a small team of researchers based in the
United States (which has included Bernard Berelson,
Robert Lapham, Parker Mauldin, John Ross, and John
Stover over different cycles), using a standardized in-
strument across countries. Further validation of the FP
Program Effort Index is available from Mauldin and
Ross, who demonstrated that the “judgmental” scores
of key informants were relatively consistent with more
direct measures of the different components in a case
study that specifically investigated their comparability
(Mauldin et al., 1995). The index is useful to the inter-
national reproductive health community because it of-
fers data of this nature for secondary use, not as a type
of information routinely collected by program manag-
ers for the purpose of program improvement.



Indicator

HELPING INDIVIDUALS ACHIEVE THEIR REPRODUCTIVE INTENTIONS (HARI INDEX)

Definition

The effectiveness of family planning programs from the
user perspective of successfully achieving reproductive
intentions, rather than the more demographically ori-
ented indicators of contraceptive prevalence or TFR

The index consists of two components: the achievement
of an individual’s reproductive intentions and the avoid-
ance of severe reproductive health problems associated
with an individual’s effort to achieve her stated repro-
ductive intentions (Jain, 2001).2

Data Requirements
Self-report of the following information by women of
reproductive age:

e Reproductive intentions and contraceptive use
at two time periods, and the occurrence of preg-
nancies and births during the interim period;
Sterilization regret; and
Experiences with severe reproductive health
problems associated with pregnancy and con-
traception during the interim period.

Data Source(s)

A panel survey with two rounds of data collection among
the same respondents (ideal for estimating the achieve-
ment of individuals’ reproductive intentions); cross-sec-
tional surveys (possible, but as yet untested in the
literature)

Purpose and Issues

Consistent with the goals set at the 1994 ICPD in Cairo,
this indicator broadens the scope of family planning pro-
grams to incorporate reproductive health services.
Whereas family planning programs have traditionally
been evaluated in terms of contraceptive use and fertil-
ity reduction, the objective of many current programs
is to help individuals achieve their reproductive inten-
tions in a healthful manner.

Jain proposed the HARI Index in 1994, but until his
article in 2001, no one had published results of a field
test of this indicator. Experience in the use of this indi-
cator is limited to this single panel study in Peru, con-
sisting of two rounds of data collection 29 months apart.
The standard DHS questions were expanded slightly to
allow for more in-depth information related to the ex-
perience of sterilization and potential infertility prob-
lems. Additional questions were also added in the sec-
ond round to retrospectively collect information on re-
productive health problems experienced by women dur-
ing the interim period. Although this indicator is rela-
tively new, we include it in the Compendium because it
is one of the few indicators that attempts to capture the
goals of reproductive choice expressed at the Cairo con-
ference.

One could measure the two components of HARI sepa-
rately. However, the potential advantage of using a com-
bined indicator is to draw the attention of researchers,
service providers, and program managers to both com-
ponents. Although severe health problems associated
with contraception and pregnancy in this application
tend to contribute less to the HARI index than do
mistimed pregnancies, such problems are extremely
important from the individual’s perspective. The HARI
index has several strengths. First, it measures success
and failure of a reproductive health program from the
user’s perspective of successfully achieving RH inten-
tions, consistent with the Cairo agenda. Second, a pro-
gram is considered successful if the woman has a wanted
and intended pregnancy. Third, it is considered success-
ful if a woman avoids an unwanted or mistimed preg-
nancy, regardless of her contraceptive use or her visits
to facilities to avoid an unintended pregnancy. The in-
dex reflects the realization of a woman’s reproductive
intentions stated by those surveyed. As such, the index
overcomes the problem created by clandestine or unre-
ported use of contraceptives identified in some settings.
Moreover, the index draws attention to the need to shift

2 The description of this indicator draws heavily on the article
by Anrudh Jain (2001).
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attention from reducing wanted pregnancies to avoid-
ing severe reproductive health problems when one de-
signs family planning programs.

This current application of the index has several poten-
tial limitations. First, considerable overlap exists be-
tween the two components of HARI: the achievement
of individual reproductive intentions and the avoidance
of severe health problems associated with an individual’s
effort to achieve her stated RH intentions. Thus, the
single figure does not fully reflect reasons women did
not achieve their reproductive intentions in a healthful
manner, although presentation of data by each subcom-
ponent readily addresses this shortcoming.

Second, the HARI Index is best applied in the context
of a panel survey (i.e., with the same respondents on
two rounds of data). Panel surveys provide a more ac-
curate estimation of the achievement of an individual’s
reproductive intentions component of the index, but they
are rarely conducted in developing countries. The items
concerning reproductive intentions and the wantedness
of recent pregnancies or births are standard content in
demographic surveys. However, questions regarding
serious health consequences related to pregnancy and
contraception are not standard to the existing RH sur-
veys (i.e., DHS, RHS). Including such questions on these
RH surveys would allow evaluators to estimate this in-
dicator from cross-sectional surveys on a large scale.

Third, each item in the HARI index receives equal
weight. For example, having an unwanted birth counts
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the same as experiencing a reproductive health prob-
lem or having a mistimed pregnancy. Moreover, a
woman who fails to achieve her reproductive health
intentions on both components of the score (e.g., hav-
ing both an unwanted pregnancy and a hospitalization
due to abortion-related complications) may have the
same score on the HARI as one who fails on only one
of the components. Also, the index is not adjusted for
changes in reproductive health intentions or inappro-
priate provisions or inappropriate use of reversible meth-
ods. HARI can be adjusted by using differential weights
for women with different problems and by counting in-
appropriate provision or use of contraception as fail-
ure, provided such information is collected.

Finally, the current application of HARI cannot assess
the relative importance of a larger set of reproductive
health problems outlined in the ICPD Programme of
Action. We gain little by incorporating well-established
indicators of infant, child, and maternal mortality in the
HARI index. Breast and cervical cancers are too rare to
be captured in a survey of this kind. Progress on pre-
ventive actions can be monitored through such process
indicators as the percentage of women visiting a clinic
who are informed about breast examination, or who have
a mammogram or a Pap smear test on schedule. HARI
does incorporate a smaller but important set of repro-
ductive health problems associated with pregnancy and
the practice of contraception. HARI can incorporate
other important reproductive morbidities (e.g., repro-
ductive tract infections and STIs) as progress is made
toward identifying them in the absence of lab tests.



Indicator

NUMBER OF ACCEPTORS NEW TO MODERN CONTRACEPTION

Definition

The number of persons who accept for the first time in
their lives any (program) method of contraception; to
be reported for a defined reference period (e.g., one year)

Data Requirements
Counts of persons accepting any (program) method for
the first time in their lives during a one-year period

Data Source(s)
Service statistics; surveys (possible but uncommon)

Purpose and Issues

This indicator measures the ability of the program to
attract new clients from an untapped segment of the
population to its services. The measure eliminates the
problem of counting as “new” those clients who switch
from one source to another for reasons of convenience
or cost. As an indicator, it may also reflect the success
of special communication programs or other interven-
tions (e.g., social marketing projects) aimed at increas-
ing service utilization among those previously missed
by the program. However, in this latter case, one must
be mindful that some of the new acceptors might have
obtained the same or another method from an alternate
source (e.g., the unsubsidized pharmacy sector) if the
special intervention had not taken place.

“Program method” refers to methods made available
through established family planning programs: pill, [UD,
the NORPLANT implant, injection, condom,
spermicides, diaphragm, tubal ligation, vasectomy, and

lactational amenorrhea method (LAM), if used under
program supervision. Thus, a young woman who for-
merly obtained condoms from the pharmacy is not a
new acceptor. By contrast, a client who to date has de-
pended on withdrawal is a new acceptor, because with-
drawal is not a program method.

The Number of Acceptors New to Modern Contra-
ception, defined as first-time use in the life of the indi-
vidual, reduces the ambiguity associated with the more
general term “new acceptor” and avoids a duplication
of cases that may result when substitution occurs.

Evaluators can obtain this indicator from survey data
as well (e.g., from the “calendar” used in the DHS or
other data collection tools for obtaining contraceptive
histories retrospectively). Moreover, surveys allow one
to include non-program methods. However, surveys are
rarely used to produce data on acceptors, and total cur-
rent use rather than “new use” is likely to be of greater
interest to those interpreting the data.

Program personnel (including evaluation staff) can dis-
aggregate service statistics by key variables (age, sex,
parity, place of residence, ethnicity, or other factors
judged relevant in the country context) to obtain a socio-
demographic profile of the client population. This in-
formation is useful in tracking changes in the composi-
tion of the client population over time and in determin-
ing whether programs intended to reach certain sub-
groups are effectively doing so.
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Indicator

CouPLE-YEARS OF PrOTECTION (CYP)

Definition

The estimated protection provided by family planning
services during a one-year period, based upon the vol-
ume of all contraceptives sold or distributed free of
charge to clients during that period

The CYP is calculated by multiplying the quantity of
each method distributed to clients by a conversion fac-
tor, to yield an estimate of the duration of contraceptive
protection provided per unit of that method (Wishik and
Chen, 1973; Stover, Bertrand, and Shelton, 2000). The
CYPs for each method are then summed over all meth-
ods to obtain a total CYP figure.

The EVALUATION Project undertook an extensive re-
view of the literature and empirical data on a number of
the variables that form the underlying assumptions for
the calculation of CYP. Based on this analysis, the re-
searchers recommended a modified set of conversion
factors for CYP (described in Stover, Bertrand, and
Shelton, 2000). USAID accepted this set of recom-
mended factors but “harmonized” them with the previ-
ous set of conversion factors (i.e., they retained the old
factors when they were close to the new ones to mini-
mize disruption to data collection systems worldwide).
USAID then issued a slightly modified set of conver-
sion factors, which the USAID system has used since
1997. The CYP conversion factors endorsed by USAID
are as follows:

Method CYP Per Unit

Oral Contraceptives 15 cycles per CYP
Condoms 120 units per CYP
Vaginal foaming tablets 120 units per CYP

DepoProvera (injectable) 4 doses (ml) per CYP
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6 doses per CYP
3.5 CYP per IUD inserted

Noristerat (injectable)
Cu “T” 380-A IUD

NORPLANT implant 3.5 CYP per implant
Sterilization(male 9 CYP per procedure
or female) (global default value)*

Natural Family Planning: 2 years per trained, con-
firmed adopter
Lactational Amenorrhea 4 active users per CYP

Method (LAM)

* Note: Because of marked differences in CYP for ster-
ilization by country and by region (based on differences
in median age at sterilization), countries should use the
median value for their region (assuming their data on
age at sterilization conform to those of the region). The
regional values for one sterilization are:

e Asia 10 CYP
e Latin America 10 CYP
e Africa 8 CYP
e  Near East/North Africa 8 CYP

Programs wishing to use country-specific statistics are
referred to the Stover, Bertrand, and Shelton (2000) re-
port for the appropriate CYP.

An illustrative computation of this indicator is provided
at the end of the discussion of the indicator.

Data Requirements

Quantities of pills, condoms, and spermicides distrib-
uted to clients; numbers of IUDs and NORPLANT im-
plants inserted; number of injections administered; num-
ber of sterilization operations performed; number of
trained, confirmed clients of NFP; number of LAM cli-
ents during the reference period



Data Source(s)
Service statistics or logistics management information
system

Purpose and Issues

CYP measures the volume of program activity. Program
managers and donor agencies use it to monitor progress
in the delivery of contraceptive services at the program
and project levels. Because USAID and IPPF generally
require the organizations they support to report CYP,
this measure is currently one of the most widely used
indicators of output in international family planning pro-
grams.

This indicator has several advantages:

e [t can be calculated from data routinely col-
lected through programs or projects, and thus
minimizes the data collection burden;

e These data can be obtained from all the differ-
ent service delivery mechanisms (clinics, CBD,
social/commercial marketing); and

o The CYP calculation is relatively simple to do.

The principal disadvantages of the indicator are that:

e [tis not intuitively easy to understand by those
outside the field;

e One cannot ascertain the number of individu-
als represented by CYP. For example, if a pro-
gram administers 10,000 injections of
DepoProvera, this amount is equivalent to 2,500
CYP. Theoretically, this figure represents 2,500
women protected for 12 months each; however,
in fact it may refer to 5,000 women covered for
6 months each or 10,000 women covered for 3
months each; and

e The validity of the assumptions underlying the
choice of conversion factors is open to debate.

Regarding the calculation of CYP for long-term meth-
ods, most programs “credit” the entire amount to the
calendar year in which the client accepted the method.
For example, if a family planning program performed
100 voluntary surgical contraception (VSC) procedures
in a given year, it would credit all 1000 CYP (100 pro-
cedures x 9 years/each) to that calendar year, even

though the protection from those procedures would in
fact be realized over that and the next nine years. An
alternative approach is to “annualize” this projection,
allocating it over a nine-year period. The same prin-
ciple applies to IUDs and the NORPLANT implant.
Although the first approach (of crediting the full amount
of CYP in the calendar year of acceptance) has been
harshly criticized, it represents current practice in most
programs that report CYP, probably because it is easier

to apply.

Ideally, CYP should be based on the volume of contra-
ceptives delivered to clients who will presumably use
them, not on those delivered to facilities where they
may remain unused in cartons or on shelves. However,
in some projects such as social marketing, it may be
impossible to monitor the exact numbers reaching the
hands of clients. Rather, the only means of calculating
CYP is to base it on the volume of contraceptives deliv-
ered to the retailers in question. Given that retailers are
unlikely to stock products that move slowly, it is prob-
able that (after an initial shipment) most contraceptives
sold to retailers will make their way into consumers’
hands. However, in those instances where the calcula-
tion of CYP is based on the volume of products deliv-
ered to retailers, not directly to the clients or customers
themselves, those preparing the CYP report should
clarify this detail to the users of the information.

Ilustrative Computation
CYP, based upon conversion factors given in text

Method Quantity CYp
Oral

contraceptives 5,022 334.8
IUDs 87 304.5
Condoms 62,810 523.4
Vaginal tablets 3,900 32.5
Tubal ligations 13 117.0
DepoProvera 1,277 319.3
TOTAL 1631.5
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Indicator

METHOD MiIx

Definition
The percent distribution of contraceptive users (or al-
ternatively, of acceptors) by method

Data Requirements
Number of users (or acceptors) by method

Data Source(s)
Service statistics (program-based) or DHS-type surveys
(population-based)

Purpose and Issues

The method mix provides a profile of the relative level
of use of different contraceptive methods. A broad
method mix suggests that the population has access to a
range of different contraceptive methods. Conversely,
method mix can signal: (1) provider bias in the system,
if one method is strongly favored to the exclusion of
others; (2) user preferences; or (3) both.

Method mix often changes in response to the introduc-
tion of a new method in-country (e.g., the injection), to
non-availability of methods due to stockout, to increased
need for a method that also protects against STIs (i.e.,
condoms), and to user preferences. Data on method
mix can signal these changes, but do not provide in-
sight into the reasons for the change. Evaluators can
use qualitative methods to better understand the clients’
motivations for switching methods.

Because of the problems of monitoring the number of
current users based on service statistics, method mix is
generally based on acceptors, not on current users, when
measured at the program level. The two yield different
distributions, since user data reflects the accumulation
of long-acting methods from previous years.

Similarly, one expects some discrepancy on method mix
calculated from program statistics versus surveys, even
in programs with reliable data. (The reason is that pro-
gram-based statistics reflect activity in the calendar year
under study, whereas the survey results include con-
tinuing users of long-acting methods who adopted them
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in previous years and have not needed or chosen to re-
turn to the clinic in the calendar year under study). In
addition, survey data may include folk methods, non-
program methods (e.g., withdrawal), and program meth-
ods also available from non-program sources (e.g., pills
from pharmacies).

In the case of method mix, the question is not which
source of data is better: program- versus population-
based. Both are used in forecasting the future contra-
ceptive needs of a country. Many evaluators consider
survey data more reliable for assessing preferences for
specific methods, because they include clients from both
the public and private sector, in addition to those using
a non-program method such as withdrawal. However,
one must be mindful that in survey data (e.g., the DHS
or RHS) the coefficient of variation may be large, and
thus affect the stability of the estimate, especially where
the percentage using a specific method is very low. Fi-
nally, survey data and service statistics sometimes dif-
fer, a situation that can arise from inflated service sta-
tistics, wastage in the system, or the sale of products
outside the intended area for the program (e.g., across
borders).

Despite considerable discussion of method mix, there
has been relatively little published research on what con-
stitutes a desirable method mix, exceptions being
Hutchings, Perkin, and Saunders (1987) and Potter
(1999). Practitioners generally feel that a program
should respond to the changing needs of the population
at different stages in the reproductive life cycle, and
offer reversible methods for those who desire to space
pregnancies and permanent methods for those who have
completed their desired family size. Thus, programs
offering no permanent methods or overemphasizing
permanent methods are subject to criticism. Yet within
the category of reversible methods, the distribution of
acceptors by type of contraceptive will vary by avail-
ability of specific methods, costs, local preferences, and
other factors, and thus make it difficult to generalize
regarding desirable method mix.



Gender Implications of this Indicator

Contraceptive method mix can be one indication
of gender balance in contraceptive responsibility
within a country or program. Globally, vasectomy,
though safer and less costly, is much less widely
available and used than female sterilization is.
Nearly a third of all contraceptors rely on female
sterilization, while only seven percent rely on va-
sectomy. In India, the ratio of 35 female steriliza-
tions to 1 vasectomy suggests that the program is
heavily biased towards female responsibility for
contraception. In many parts of sub-Saharan Af-
rica, vasectomy remains virtually unknown. The
condom, rhythm, and withdrawal also require
male participation or responsibility. Encouraging
greater gender equity in contraceptive practice is
one goal of the efforts to involve men as partners
in family planning and reproductive health.
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Indicator

CONTRACEPTIVE PREVALENCE RATE (CPR)

Definition

The percent of women of reproductive age who are us-
ing (or whose partner is using) a contraceptive method
at a particular point in time, almost always reported for
women married or in sexual union

Generally, the measure includes all contraceptive meth-
ods (modern and traditional), but it may include mod-

ern methods only.

The indicator is calculated as follows:

# of women ages of reproductive age
(married or in union) using a
contraceptive method

Total # of women of reproductive
age (married or in union)

x 100

Ilustrative Computation

For example, the DHS for Peru (2000) yielded the fol-
lowing data on CPR, among women 15-45 years of
age:

Women currently

All women married or in union:
CPR=12,240/27,843 CPR =10,764/15,628
=0.440 x 109 =0.689 x 100

=44.0 =68

Source of data: Peru Demographic and Health Survey,
2000

Data Requirements

The total number of women of reproductive age, by
marital status; and of these, the number that are cur-
rently using a contraceptive method
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Data Source(s)
Population-based surveys

Purpose and Issues

The CPR provides a measure of population coverage of
contraceptive use, taking into account all sources of sup-
ply and all contraceptive methods; it is the most widely
reported measure of outcome for family planning pro-
grams at the population level.

Technically speaking, CPR is a ratio, not a rate. Preva-
lence is measured by a ratio and incidence by a rate.
For a given year, contraceptive prevalence measures the
percentage of women of childbearing age in union who
use a form of contraception. To obtain a true contracep-
tive use rate, the denominator should reflect the popu-
lation at risk (of pregnancy), i.e., sexually active women
who are not infecund, pregnant, or amenhorreic. The
numerator should reflect the number of contraceptive
users from that population. Note: We include this point
for informational purposes only. The international popu-
lation community uses the term “contraceptive preva-
lence rate” as defined above; thus, this Compendium
endorses this practice to assure consistency.

The convention in reporting contraceptive prevalence
is to base this calculation on women married or in sexual
union (even though most DHS-type surveys ask ques-
tions of contraceptive use to women of reproductive
age, regardless of their marital status). In countries with
relatively little sexual activity outside marriage for
women, basing prevalence estimates on women in sexual
union captures the population at risk of pregnancy. How-
ever, in countries with the widespread practice of sexual
activity outside of marriage or stable sexual unions, a
prevalence estimate based on women in union only
would ignore a considerable percentage of current us-
ers. Thus, researchers and program evaluators gener-
ally report percentage of sexually active unmarried
women using contraception, if appropriate, in addition
to contraceptive prevalence, because method mix is very
different for those married versus unmarried (in/not in
a stable union).



Whereas evaluators may theoretically derive the CPR
from service statistics on numbers of current users and
estimates of the population at risk, current practice is to
rely upon population-based sample surveys in order to
minimize the problems associated with maintaining a
running count of current users and with obtaining accu-
rate population estimates. (The problems include incom-
plete data, double-counting of users who enter the ser-
vice delivery system at more than one point, purposeful
inflation of service statistics, and poor quality of data
due to other activities competing for the attention of
those recording the information, to name the primary
ones.)

The DHS and RHS are currently the main sources for
obtaining national level estimates of prevalence. As

mentioned in Part I, “DHS” is used in this Compen-
dium to mean “DHS-type surveys:” the actual DHS, the
RHS surveys conducted with technical support from
CDC, and other large-scale national surveys conducted
by the countries themselves under other auspices (e.g.,
in Algeria, Bangladesh, China, Costa Rica, Cuba, Hong
Kong, India, Singapore, South Africa, South Korea,
Taiwan, Turkey, and Vietnam). Evaluators may also use
smaller scale and/or more focused surveys to estimate
the CPR as long as they use probability sampling meth-
ods, the essential ingredient for obtaining scientifically-
sound estimates. Evaluators may also obtain CPR by
adding relevant questions to surveys on other topics
(e.g., health program prevalence or coverage surveys),
assuming appropriate sampling methods and sample
sizes.
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Indicator

SOURCE OF SUPPLY (BY METHOD)

Definition

The percent distribution of the types of service-deliv-
ery points cited by users as the source of their current
contraceptive method (if more than one source, then
the most recent one)

Data Requirements

Number of respondents currently using contraception,
the type of method used, and the source of supply of
their method (most recently)

Data Source(s)
Population-based surveys

Purpose and Issues

This indicator is useful to family planning program of-
ficials because it shows where contraceptive users ob-
tain their supplies and thus allows programs to evaluate
their effectiveness and to forecast procurement needs.
It is particularly appropriate to countries trying to shift
the burden for family planning services from the public
to the private sector. For example, the DHS-type sur-
veys yield information on the percentage of modern-
method prevalence accounted for by the private sector.

In most countries, the source of supply will vary sub-
stantially by type of method. VSCs, IUDs, and the
NORPLANT implants require a clinic-based facility (in-
cluding mobile clinics). Pills are available through cli-
nics in addition to commercial and CBD outlets.
DepoProvera, once a clinic-based method, has been in-
troduced into CBD programs and is available in phar-
macies in some countries. Condoms and spermicides
can be dispensed from any type of facility. Thus, data
on source of supply are particularly useful when classi-
fied by method.

220

“Source of supply” yields two types of information: type
of facility and type of sector (public/private). Type of
facility generally includes hospital, health center, fam-
ily planning clinic, mobile clinic, pharmacy, field
worker, private doctor, and shop, among others. Sector
distinguishes between governmental programs and those
in the private sector (including the local family plan-
ning association, commercial retailers, private physi-
cians, and other private providers). Ideally, data on
source of supply should yield the percentage of contra-
ceptive use attributable to the government program, the
private family planning association, the private sector
(pharmacies, private doctors), and other relevant
sources.

However, the distinction between public and private is
often difficult to make, especially in countries with
multiple sources of contraception. The respondent may
incorrectly identify a given clinic as a government clinic,
when in fact it is private (or she simply may not know if
it is public or private). A private physician may in fact
be participating in a subsidized program to offer low-
cost services to specific groups. In response to this prob-
lem, the DHS questionnaire now provides a line for en-
tering the actual name of the facility. Subsequent to the
interview, a member of the research team codes the place
mentioned according to the correct classification, based
on master lists of SDPs. To classify those SDPs not on
the list, researchers can later contact key informants
from the area.



Indicator

CoONTINUATION RATES

Definition

The cumulative probability that acceptors of a contra-
ceptive method will still be using any contraceptive
method offered by the program after a specified period
of time (e.g., one year)

This is also known as the “all-method” continuation rate.

When using cross-sectional population data, evaluators
calculate the continuation rate for each unit-interval of
use (e.g., first, second, third month of use, and so forth)
as the complement of the ratio of acceptors who dis-
continue use of a program method of contraception at
that duration to the number of women still using at the
beginning of the month (i.e., 1 minus the discontinua-
tion rate). Evaluators then cumulate these continuation
rates to obtain the probability that acceptors of a con-
traceptive method will still be using any program method
after the specified period of time.

The indicator (CR ) is calculated as:

CR = x (1-q)
II

Where:

x=1

q, = T /N_= conditional probability of discontinuing
use during a given interval (e.g., one month, one quar-

ter);

T_ = the number of women discontinuing use during
the interval; and

N_= number of women using at the beginning of the
interval.

Note: 17 signifies that (1—-q, ) is multiplied over all inter-
vals from 1 to x.

Ilustrative Computation
Continuation rates for reversible methods for durations from
1-12 months, Bangladesh, 1992-97

T N q CR,

X

1 2913 44225 0659  93.4
2 160.1  4025.9 0398 897
3 205.9 3803.1 0541 848
4 89.9  3502.6 0257 827
5 612 33229 0184  81.1
6 107.5 3173.7 0339 784
7 68.7 29983 0229 766
8 572 28685 0199 75.1
9 746 2757.4 0271 73.0
10 598  2579.8 0232 713
1 558 24580 0227 69.7
12 109.5 2350.8 0466 66.5

Source of data: Bangladesh Demographic and Health Sur-
vey, 1996/97

Data Requirements

Information on contraceptive initiation, duration of use
(including method switching), and discontinuation dur-
ing a given reference period (e.g., the 3-5 years prior to
a survey). Based on this information, one can calculate
the percentage who have continuously used for a spe-
cific duration (e.g., 12 months, 18 months), as well as
the median duration of use.

Data Source(s)
Population-based: surveys with retrospective contracep-
tive use histories or calendars

Program-based: client records accompanied by a fol-
low-up study of program dropouts. This source is rarely
used.

Purpose and Issues

Contraceptive continuation rates provide a useful sum-
mary measure of the overall effectiveness of program
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services in enabling clients to sustain contraceptive use
even though they may switch from one method to an-
other. However, the calculation of continuation rates
from surveys requires knowledge of life table (survival)
analysis by those subregions of the country (much less
individual facilities), making this indicator more useful
at the national than regional or local level.

Although evaluators can calculate continuation rates
from either facility-based or population-based data, fa-
cility-based data have a number of limitations; thus, re-
searchers tend to use large-scale surveys to provide more
valid measurements of continuation among the intended
population (e.g., Blanc, Curtis, and Croft, 1999).

Obtaining continuation rates at the program level is theo-
retically possible if evaluators use follow-up studies of
new acceptors at a specified period of time after adop-
tion of the method (e.g., 12 months). However, this
technique is rarely used (except in clinical trials), given
the difficulty and expense of locating these acceptors a
year later.

222

The preferred source of data is the “calendar,” a data
collection format used in cross-sectional surveys such
as the DHS. However, such surveys have limitations of
their own. They (a) depend upon the accuracy of re-
spondent recall, (b) do not allow linking of respondents
to specific SDPs, and (c) may not capture the full con-
traceptive history (e.g., when five-year calendar is used).

It is important to note the distinction between discon-
tinuation and failure of a contraceptive method. Dis-
continuation of contraception may occur because the
individual chooses to stop using a selected method or
because accidental pregnancy intervenes. As such,
method failure is a subset of discontinuation. Method
failure necessarily results in discontinuation. However,
not all discontinuation is attributable to method failure.



Indicator

UNMET NEED FOR FAMILY PLANNING

Definition

The number or percent of women currently married or
in union who are fecund and who desire to either termi-
nate or postpone childbearing, but who are not currently
using a contraceptive method

The total number of women with an unmet need for
family planning consists of two groups of women: (a)
those with an unmet need for limiting, and (b) those
with an unmet need for spacing.

Women with an unmet need for limiting are those who
desire no additional children and who do not currently
use a contraceptive method. Women with an unmet need
for spacing are those who desire to postpone their next
birth by a specified length of time (for example, for at
least two years from the date of a survey) and who do
not currently use a contraceptive method.

The indicator is calculated as follows:

U, +U;= U

Where:

U = the number or percent of women with unmet need
for family planning;

U, = the number or percent of women with an unmet
need for limiting; and

U, = the number or percent of women with an unmet
need for spacing.

Note: The actual calculation of unmet need is fairly
complex, as described in detail in Appendix H.

Ilustrative Computation

Estimate of unmet need for family planning, Peru, 2000 (ex-
pressed as the percentage of women currently married or in
union).

U=U, +U,

=6.7+3.5
=10.2

Source of data: Peru Demographic and Health Survey, 2000

Data Requirements
Responses to survey questions on:

e Desire for additional children and, if so, the de-
sired length of birth interval;
Current contraceptive use status;

e Current fecundity, pregnancy, and amenorrhea
status for women not currently using a contra-
ceptive method;

e The planning status (with respect to number
and/or timing) of the current/last pregnancy for
women currently pregnant or amenorrheic; and

e Use (or not) of a contraceptive method at the
time of the current/last pregnancy.

Note: The use of the information in the final two items
in the computation of the indicator is explained below.

Data Source(s)
Population-based survey

Purposes and Issues

This indicator provides information on the size of an
extremely important population sub-group for family
planning program management: women at risk of preg-
nancy with an apparent need for family planning ser-
vices based upon their expressed desire to limit or space
future births, but who do not use contraception. Such
women have an “unmet demand” or “unmet need” for
family planning and are the logical primary audience
of program efforts.
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The indicator may also be interpreted as the number of
additional clients who would be using contraception
(over and above the number of current users) if all
women at risk of pregnancy and desiring to either ter-
minate or postpone childbearing were to adopt contra-
ception.

The indicator follows from the breakdown of total de-
mand for family planning services into two components:
“met demand” and “unmet demand” (or “‘unmet need”).
Met demand consists of women with demand for fam-
ily planning who are using a contraceptive method to
achieve their reproductive goals; unmet need, or unmet
demand, consists of women with an apparent demand
for family planning who are not using contraception.

Following the procedure proposed by Westoff and
Ochoa (1991), women are considered to be at risk of
pregnancy in the present indicator if they are:

e Of reproductive age and currently married or
In union;
Fecund;
Not using a contraceptive method; and

e Not currently pregnant or amenorrheic.

However, the following categories of women are not
considered to have an unmet need for family planning,
and thus, when computing the indicator, evaluators
should exclude:

e Currently pregnant or amenorrheic women who
were using contraception at the time they be-
came pregnant with the current/last birth (these
women are viewed as not in need because prior
need was met through contraceptive use, al-
though they do appear to need a more effective
method);

e Currently pregnant or amenorrheic women
whose pregnancy was reported as intentional;
and

e Fecund women who want their next child within
the next two years.

Bongaarts (1991) has proposed two modifications to
the measurement procedure described in Appendix H:
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(1) an adjustment to account for the fact that the satis-
faction of need for spacing through contraceptive use
will reduce the need for limiting to the extent that it
postpones the date at which women reach their desired
family size; and (2) an adjustment for a perceived over-
estimate of the need for spacing in the procedure de-
scribed above. Bongaarts proposes that evaluators use
the estimates produced by the procedure described above
as a starting point and introduce these two adjustments
to compensate for the perceived problems. A compari-
son of the estimates from the two methods suggests that
the Westoff procedure tends to produce estimates of the
level of unmet need that are higher than those of
Bongaarts by, on average, about five percent (Bongaarts,
1991; Westoff and Ochoa, 1991). The reader is referred
to these references for further details on the two meth-
ods of computing the indicator.

Another refinement consists of reporting unmet need
for married women, unmarried women, and all women
of reproductive age. This refinement is particularly rel-
evant for countries in which a significant share of child-
bearing occurs outside of recognized marriages/unions.

Some researchers have argued that the definition of
“unmet need” should be broadened to include women
using: (1) traditional contraceptive methods (on the
grounds of high failure rates for such methods); (2) a
theoretically effective method incorrectly or sporadi-
cally; and (3) a method that is unsafe or unsuitable for
them (Foreit, 1992; Dixon-Mueller and Germain, 1992).
The RHS has modified the calculation of unmet need to
include traditional contraceptive methods in countries
where they are in widespread use (e.g., Eastern Europe,
Turkey, Mauritius). The adoption of these alternative
definitions would raise significantly the estimated num-
bers of women with unmet need for family planning in
many developing country settings.

A related indicator, the satisfaction of demand for fam-
ily planning services, consists of the percentage of total
demand for family planning at any time that is being
satisfied by current contraceptive use. Thus:

Satisfaction of demand for FP = 1 — unmet need



Gender Implications of this Indicator

A gender-sensitive approach to unmet need would examine which factors lead to unmet need, distin-
guish between the unmet need of women and men, and include gender-sensitive service-delivery
strategies.

1. Factors that lead to unmet need:

Do women and men have different access to the knowledge and household resources that
would enable them to use family planning effectively?

Do women and men have different levels of decision-making autonomy and freedom of
movement that would enable them to use family planning effectively?

Do women and men have the communication skills to discuss their fertility and contracep-
tive preferences with their partners?

Is family planning use a factor in gender-based violence, actual or feared?

2. Unmet need of women and men:

To what extent are fertility preferences shared between women and men?

Are cultural norms regarding extramarital sexual relations different for women and men, and
the expectations of bearing children with different sexual partners?

In societies with polygamous unions, how do women and men view childbearing?

Is son preference a dominant issue in different fertility preferences between women and
men?

3. Service-delivery issues:

Are providers trained to recognize gender-based obstacles to effective use of family plan-
ning (e.g., women clients may find it difficult to ask questions)?

Are providers trained to screen for domestic violence?

Do providers’ own gender-based cultural norms and biases contribute to unmet need, (e.g.,
unmarried women or widows should not be having sex but it is OK for young men and
widowers)?

Does the service-delivery system include strategies to mitigate gender-based financial or
access constraints? Are services available at times and places convenient to female and male
clients?
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Indicator

DESIRE FOR ADDITIONAL CHILDREN

Definition

The number or percent of women (or men) of repro-
ductive age who want to have a (another) child or, con-
versely, who do not want to have additional children

Data Requirements
Numbers or percent of respondents reporting that addi-
tional children are/are not desired

Data Source(s)
Population-based surveys or facility-based data

Purposes and Issues

This indicator is widely used in surveys to identify both:
(1) women (or men) with a demand for additional chil-
dren and (2) those who do not desire additional chil-
dren and thus have an apparent need/demand for fertil-
ity limitation. In the DHS, non-pregnant women mar-
ried or in union are asked, “Would you like to have a
(another) child or would you prefer not to have any
(more) children?” Women who are pregnant (or uncer-
tain of their status) at the time of the survey are asked,
“After the child you are expecting, would you like to
have another child or would you prefer not to have any
more children?”” On the basis of responses to these ques-
tions, evaluators may divide respondents into two cat-
egories: those desiring additional children and those
desiring to terminate childbearing, with women in the
latter category considered as having a “demand for fam-
ily planning.”
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Evaluators may also combine responses to this type of
question with information on current fecundity and con-
traceptive use to assess the level of unmet need for fam-
ily planning (see Appendix H). Comparable informa-
tion may sometimes be available from service statistics
of clinic-based family planning programs. Questions
similar to those included in the DHS are often asked of
(at minimum) new clients in order to determine the ap-
propriateness of different contraceptive methods in re-
lation to reproductive intentions: that is, methods ap-
propriate for limiting versus spacing.

Despite earlier concerns as to the validity of survey ques-
tions of this type in predicting actual fertility behavior,
recent studies have provided rather convincing evidence
of strong aggregate-level associations between ex-
pressed desires for additional children on the one hand
and patterns of current contraceptive use and current
and future fertility on the other (Bongaarts, 1990;
Westoff, 1991). The indicator is currently viewed as
relatively unbiased, because respondents have no obvi-
ous reasons to over- or under-report preferences to con-
tinue childbearing.



Indicator

WANTED ToTAL FERTILITY RATE (WTFR)

Definition

The number of children who would be born per woman
(or per 1,000 women) if she/they were to pass through
the reproductive years bearing children according to a
current schedule of age-specific fertility rates if only
“desired” or “wanted” births occurred

For this indicator, “wanted” births are defined taking
into account both desired family size and the number of
surviving children. All births during a specified refer-
ence period (usually the two to five years prior to a sur-
vey) that do not exceed the respondent’s stated “desired
number of surviving children” are classified as wanted.
Births raising the number of surviving children above
the desired family size are considered unwanted.

The indicator is calculated as follows:

52 WB
a E,

WTEFR =

Where:

WB,_ = the number of births to women in age group a in
a given year or reference period that are “wanted;” and

E, = the number of person-years of exposure in age
group a during the reference period.

Data Requirements
Responses to survey questions on:

e Numbers and dates of births during a recent
period (typically the two to five years prior to a
survey);

e Desired number of children or family size; and
Number of children ever born and number sur-
viving.

Data Source(s)
Population-based surveys

Purposes and Issues

The WTFR is a measure of “wanted” fertility, a hypo-
thetical measure of what the total fertility rate (TFR)
would be given age-specific fertility rates for a recent
past period under the condition that all women’s fertil-
ity preferences were perfectly realized; that is, if only
“wanted” births occurred. The measure represents an
attempt to avoid the suspected bias in the wanted status
of recent births indicator by defining wanted or desired
status on the basis of the consistency (or lack thereof)
between the reported desired family size and the num-
ber of surviving children, instead of on the basis of ret-
rospective reports of fertility intentions at the time of
becoming pregnant.

Evaluators calculate the indicator as the sum of age-
specific fertility rates, or the total fertility rate, after
they delete births occurring during a specified refer-
ence period that raise the number of surviving children
of sample respondents above their stated desired num-
ber of children.

In the DHS, numbers of births during the specified ref-
erence period are derived from the birth history portion
of the survey interview, the numbers of surviving chil-
dren are derived from questions on lifetime fertility and
survival status, and the information on desired family
size are derived from survey questions.

The above definition of the WTFR is based upon the
work of Lightbourne (1985, 1987) and Westoff (1991)
(who labels the measure the “desired total fertility rate”
or DTFR). Bongaarts (1990) proposed a modified defi-
nition of the WTFR in which wanted births are defined
on the basis of whether survey respondents desired ad-
ditional births at the time of a survey instead of on the
basis of the comparison of the desired number of chil-
dren and the number of surviving children. Under this
definition, births within a specified reference period are
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classified as wanted if the respondent reported wanting
additional children at the time of a survey.

The argument for the alternative definition is that it is
based upon responses to questions on preferences for
additional children, an indicator of demand thought to
be less affected by reporting biases than the desired fam-
ily size indicators (Bongaarts, 1990). Comparison of
estimates of the two versions of the WTFR for 48 DHS
countries indicates that the two measures are reason-
ably close for most countries, with an average differ-
ence between the measures of about 9 percent — 4.09
versus 3.76 (Bongaarts, 1990). On the basis of avail-
able evidence, either version of the WTFR is prefer-
able to using the wanted status of previous births in
defining wanted fertility.
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The comparison of the WTFR with the TFR indicates
the extent to which observed fertility exceeds desired
or wanted fertility. This type of comparison provides
program managers and policy-makers with some insight
into the potential short- to medium-term demand for
family planning services and the potential for fertility
decline in the future (Westoff, 1991). In the case of
Burkina Faso, for example, the comparison of the TFR
(6.4) with the WTFR (5.7) suggests that a considerable
share of current fertility is unwanted and that sufficient
latent demand exists in this population; thus an increase
in contraceptive prevalence and a decline in fertility
might be reasonably expected, if family planning ser-
vices are available to the population (Institut National
de la Statistique et de la Demographie and Macro Inter-
national Inc., 2000).



Indicator

AGE SPECIFIC FERTILITY RATES (ASFR)

Definition

The number of births occurring during a given year or
reference period per 1,000 women of reproductive age
classified in single-or five-year age groups

The ASFR is calculated as:

Where:

B, = number of births to women in age group a in a
given year or reference period; and

E, = number of person-years of exposure in age group
a during the specified reference period.

Ilustrative Computation
Estimates of average annual ASFRs for all women 15-
49, Egypt, 1997-2000

Age  Births Person- Rate/  Rate/1,000

Group B, Years of Woman Person-
Exposure Years
Ea

15-19 764 14893.2 .051 51
20-24 2304 11747.2 .196 196
25-29 1994 9602.3 208 208
30-34 1295 8805.5 147 147
35-39 564 7549.5 .075 75
40-44 161 6643.2 .024 24
45-49 19 4498.8 .004 4

Source of data: Egypt Demographic and Health
Survey, 2000

Data Requirements

The number of births in a given year or reference pe-
riod classified by age of mother and the number of
women of reproductive age (i.e., 15-44 or 15-49 years),
in 1-or 5-year age groups

Data Source(s)
Vital statistics (numerator only), population censuses
or population-based surveys

Purposes and Issues

The ASFR has two primary uses: (1) as a measure of
the age pattern of fertility, that is of the relative fre-
quency of childbearing among women of different ages
within the reproductive years, and (2) as an intermedi-
ate computation in the derivation of the Total Fertility
Rate (TFR), discussed next in this section.

As indicated above, evaluators may derive ASFRs from
several sources. When evaluators estimate ASFR from
vital statistics, they use population projections or esti-
mates of the number of women in each age group 15-49
for the denominator in the rate. When using population
censuses or surveys, evaluators obtain both the numera-
tor and denominator of the rate from the census or sur-
vey. Estimates from censuses are derived from ques-
tions on births during a specified period preceding the
census (usually 12 months), while survey estimates may
be derived either from questions on births within a speci-
fied prior period or from partial or complete birth his-
tories.

A simpler, although less precise, procedure for com-
puting the denominator of the rate is to take the average
of the number of women in each age group during the
reference period covered by the measure (i.e., the aver-
age of the numbers of women in each age group at the
beginning and end of the reference period).
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Reference periods of more than one year are frequently
used to compute ASFRs from survey data, the rationale
being to decrease sampling variability associated with
relatively small numbers of annual births occurring to
women in single or five-year age groups and the dis-
torting effects of reference period reporting errors. Vari-
ous analyses of DHS fertility data, for example, alter-
nately use the three- or five-year period prior to the sur-
vey in calculating ASFRs (Arnold and Blanc, 1989;
Lutz, 1990). When multiple years are used for compu-
tational purposes, average annual rates are normally
presented.

Unlike the crude birth rate, the ASFR is unaffected by
differences or changes in population age composition,
and thus is more useful in comparing different popula-
tions or sub-groups and in measuring changes over time.
The ASFR is, however, affected by differences or
changes in the number or percent of women exposed to
the risk of pregnancy. Thus, changes in ASFRs may pro-
vide misleading information regarding the impact of
family planning programs on fertility when other fac-
tors affecting risk of pregnancy are changing (for ex-
ample, for the 15-19 and 20-24 age groups when age at
marriage is rising quickly).

To address this problem, evaluators may calculate
ASFRs only for women who were continuously mar-
ried or in union during the reference period of the mea-
sure. The resulting measure is known as the Marital Age-
Specific Fertility Rate (MASFR). However, to calcu-
late this measure, evaluators require data on duration
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of marriage or marriage histories. In actual practice,
MASFRs are more often approximated by calculating
ASFRs for women married or in union at the time of a
survey, although evaluators should recognize that this
figure only approximates the MASFR because women
who are married or in union at the time of a given sur-
vey may not have been continuously married or in union
over the entire reference period of the measure (e.g.,
for the three to five years prior to the survey).

ASFRs are sometimes presented for different groups of
women; for example, ASFRs are for women currently
married or in union and for all women of reproductive
age in DHS country reports. In societies where fertility
is largely confined to marriage, ASFRs for women cur-
rently married or in union will provide more or less com-
plete coverage of recent fertility. Where a large share
of fertility occurs outside of recognized unions, how-
ever, the restriction of the ASFR to currently married
women will result in an under estimate of the level of
current fertility.

The ASFR is of particular interest in countries, cities,
or districts with adolescent RH interventions designed
to reduce unintended pregnancy. Although the ASFR
is rarely used as an outcome measure in evaluating such
programs (due to the human, financial, and logistic re-
sources needed to collect the data), it is a variable that
program administrators and policy makers track over
time as a macro-level indicator of program effective-
ness combined with non-program influences.



Indicator

TotaL FErTILITY RATE (TFR)

Definition

The number of children who would be born per woman
(or per 1,000 women) if she/they were to pass through
the childbearing years bearing children according to a
current schedule of age-specific fertility rates

The TFR is calculated as:

TFR = X ASFR (for single year
age groups)

or

TFR = 5 X ASFR (for 5-year age
groups)

Where:

ASFR = age-specific fertility rate for women in age
group a (expressed as a rate per woman).

Ilustrative Computation
Estimate of the average annual TFR for all women aged 15-
49, Egypt, 1997-2000.

TFR=5 (.051 +.196 + .208 + .147 + .075 + .024 +.004)
=3.53

Where: the figures in parentheses are age-specific rates for

the 15-19, 20-24, ... , 45-49 age categories, respectively.

Source of data: Egypt Demographic and Health Survey, 2000.

Data Requirements
A current schedule of age-specific fertility rates
(ASFRs), for one- or five-year age groups

Data Source(s)
Vital statistics (numerator only), population censuses
or population-based surveys

Purposes and Issues

The TFR is the most widely used fertility measure in
program impact evaluations for two main reasons: (1)
it is unaffected by differences or changes in age-sex
composition, and (2) it provides an easily understand-
able measure of hypothetical completed fertility.

Although derived from the ASFR, a period fertility rate,
the TFR is a measure of the anticipated level of com-
pleted fertility per woman (or per 1,000 women) if she/
they were to pass through the reproductive years bear-
ing children according to the current schedule of ASFRs.
We emphasize that the TFR is only a hypothetical mea-
sure of completed fertility, and thus women of repro-
ductive age at any given point in time could have com-
pleted family sizes considerably different from that im-
plied by a current TFR, should age-specific fertility rates
rise or fall in the future.

Because the TFR is derived from a schedule of ASFRs,
the comments and caveats regarding the ASFR also ap-
ply to the TFR (i.e., method of computation from dif-
ferent sources of data, effects of changing exposure to
pregnancy, and implications of computation for cur-
rently married versus all women of reproductive age).
As was also the case for the ASFR, the TFR may be
computed for women who were continuously married
or in union during the reference period of the measure
in order to decrease the potentially confounding effects
of differences in exposure to the risk of pregnancy (to
the extent that differences are associated with marital
status). This measure is known as the Total Marital Fer-
tility Rate (TMFR).

Note also that whereas the standard age range for the
TFR is ages 15-49, TFRs for other age ranges (e.g., 15-
34) are sometimes used for analytic purposes, for ex-
ample, in order to decrease the influences of truncation
when examining cohort trends from birth history data.

231



Indicator

UNWANTED ToTAL FERTILITY RATE (UTFR)

Definition

The number of unwanted children who would be born
per woman (or per 1,000 women) if she/they were to
pass through the reproductive years bearing children
according to current rates of unwanted fertility

One can derive the unwanted total fertility rate by sub-
tracting the “wanted” component from the total fertil-

ity rate.

The indicator is calculated in one of two ways:

(1)
UTFR = 5 (B,)
(E)
or (2)

UTFR = TFR - WTFR

Where:
B, = the number of births to women in age group a
during a given year or reference period that are un-

wanted;

E_= the number of person-years lived by women in age
group a during the reference period;

TFR = the total fertility rate for a given year or refer-
ence period; and

WTFR = the wanted total fertility rate.
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Ilustrative Computation
Estimate of the UTFR for all women aged 15-49, Egypt, 1997-
2000.

UTFR = TFR — WTFR
=3.53-2.85
=0.68

Source of data: Egypt Demographic and Health Survey, 2000.

Data Requirements
Responses to survey questions, by age of woman, on:

e Numbers and dates of births during a recent
period (typically the two to five years prior to a
survey);

e Desired number of children or family size;
Number of surviving children; and
Desire for additional children.

Data Source(s)
Population-based surveys

Purposes and Issues

The UTFR provides a hypothetical measure of the av-
erage number of “unwanted” births a woman or cohort
of women would have during her/their reproductive
career(s) if they were to follow current schedules of
unwanted fertility. As the wanted status of births is based
upon reproductive preferences or demand for children,
the indicator provides a conceptually direct measure of
family planning program impact in enabling women and
couples to achieve their reproductive goals (i.e., to avoid
unwanted pregnancies).

In the illustrative computation for Egypt, for example,
the estimate of .68 indicates that women in Egypt would
have on average .68 unwanted births over the course of
their reproductive years if current levels of age-specific
fertility and demand for children were to prevail
throughout the reproductive years of women of repro-
ductive age at the time of the 2000 DHS.



AIDS Program Effort Index (API)
Condoms available for distribution nationwide

Percent of population with accepting attitudes towards those living
with HIV

Percent of population who know HIV prevention methods
Percent of population with no incorrect beliefs about AIDS

Percent of population who know methods of preventing mother-to-
child transmission of HIV

Percent of population requesting an HIV test, receiving a test, and
receiving test results

Voluntary counseling and testing centers with minimum conditions to
provide quality services

Percent of pregnant women counseled and tested for HIV
Antenatal clinics offering and referring for VCT

Percent of population who had higher risk sex in the last year
Percent using condoms at last higher risk sex

Percent of men having commercial sex in the last year

Percent of young people having multiple partners in last year
Percent of young people using a condom at last higher risk sex

Percent of injecting drug users never sharing equipment in the last
month

Percent of transfused blood units screened
Percent of STI patients appropriately diagnosed and treated

Percent of STI patients receiving advice on condom use and partner
notification and referral to HIV testing services

Percent of health facilities providing STI services with adequate drug
supply

Number/percent of health facilities with the capacity to deliver appro-
priate care to HIV-infected patients

HIV prevalence among pregnant women 15-24 years old
HIV prevalence in sub-populations with high-risk behavior
Percent of children under 15 who are orphans



HIV/AIDS has become a major focus for public health
specialists and international donor agencies, as this dev-
astating pandemic continues to spread. According to
UNAIDS, at the end of 2001, an estimated 40 million
people globally were infected with HIV; of these, 70
percent reside in Africa.

Although current financial and human resources are not
adequate to confront the mammoth challenge of curb-
ing HIV/AIDS, the existing donor funds have stretched
the absorptive capacity of many organizations to the
limit. In Africa — especially in those countries in which
as many as one third of the adults in urban areas are
infected — many health workers have themselves been
stricken. In short, available human resources are gener-
ally mobilized to implement programs; evaluation in
this context of crisis understandably has taken a back
seat.

However, with the epidemic showing no signs of let-
ting up, international donor agencies realize that they
must remain committed to HIV/AIDS initiatives for the
long run. As the sums of money to combat HIV/AIDS
increase, so do the calls for accountability in terms of
the effective use of funds. The need for better monitor-
ing and evaluation has also led to a growing number of
data collection instruments and indicators.

The first global initiative to standardize evaluation in-
dicators came during the 1980s in connection with the
World Health Organization’s Global Programme on
AIDS (GPA). Experts from key organizations met in
Geneva over a several year period in the late 1980s and
early 1990s to develop a set of 10 “prevention indica-
tors” (known as “PIs”). This initiative was highly laud-
able, in that standardization of indicators promised mul-
tiple benefits: countries with slim evaluation resources
would not have to reinvent the wheel; rather, all could
benefit from the guidance of this group of experts. More-
over, data from this standardized set of indicators would
lend themselves to cross-national comparisons. How-
ever, the application of the PI in specific countries
proved more challenging. Few countries were able to
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produce the necessary data on the indicators, and/or the
data were of questionable validity. Only a few coun-
tries used the Pls for monitoring of trends in programs,
knowledge, or behaviors.

Over the last decade, much has changed in HIV/AIDS
programming. Although prevention remains paramount,
programs must also provide care and support of those
infected and affected by the epidemic. Accordingly,
evaluators have needed to adapt the monitoring and
evaluation tools for these more complex programs.

M&E efforts in HIV/AIDS have evolved significantly
in the past three years through a partnership that in-
cludes MEASURE Evaluation, UNAIDS, WHO, the
Centers for Disease Control and Prevention (CDC),
Family Health International (FHI), and other USAID
cooperating agencies involved in HIV/AIDS program-
ming and evaluation. The group first reviewed existing
indicators and tools. Subsequently, MEASURE FEvalu-
ation and UNAIDS coordinated a series of case studies
to review the HIV/AIDS M&E systems in 13 countries,
including the feasibility of collecting data on the differ-
ent PIs. These case studies provided a basis for (a) re-
defining the list of indicators most useful in monitor-
ing and evaluating HIV/AIDS programs and (b) modi-
fying or in some cases developing tools to measure the
indicators.

In 2000, UNAIDS and its partners' published a manual
entitled National AIDS Programmes: A Guide to Moni-
toring and Evaluation. We have reproduced the “core
indicators” from the UNAIDS manual in this section of
the Compendium as they appeared in the original, be-
cause this set of indicators was compiled through a very
systematic and participatory process with input from
experts throughout the world. The guide currently serves

! The partners included CDC, European Union, FHI/IMPACT,
MEASURE DHS+, MEASURE Evaluation, SYNERGY
Project, The POLICY Project, UNICEF, USAID, WHO, and
the World Bank.
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to strengthen M&E plans and implementation in many
countries, as part of the expanded response against
AIDS, especially in Africa.

In spite of the recent progress on M&E for HIV/AIDS,
major methodological challenges remain.

Methodological Challenges of Evaluating STI/HIV/
AIDS Programs

e Measures requiring self-report are fraught with
bias.

This statement is true for survey work in general, but it
is particularly applicable to HIV/AIDS for two reasons.
First, respondents may not know their status (e.g., many
women have asymptomatic sexually transmitted infec-
tions; few adults in the developing world know their
HIV sero-status). Second, the stigma surrounding HIV/
AIDS makes it a highly sensitive topic. Even if respon-
dents knew their status, evaluators would have strong
ethical issues in asking them to reveal it in the course
of an interview. Surveys remain a fairly reliable means
of determining levels of knowledge (e.g., on HIV trans-
mission and prevention mechanisms). By contrast, ques-
tions regarding attitudes and sexual behavior may yield
biased answers, influenced by communication programs
that teach the “politically correct responses” regarding
HIV/AIDS.

e In contrast to family planning, HIV/AIDS lacks
a set of reliable, easily measurable evaluation
indicators.

Comparing HIV/AIDS and family planning is useful to
understand the dilemma facing those who evaluate HIV/
AIDS programs. One might argue that the comparison
is unfair, given that the FP research community has had
an additional 20 years to wrestle with these method-
ological problems. Nonetheless, the problems are fun-
damental to the behaviors surrounding HIV/AIDS. (This
infectious disease has a more complex web of proxi-
mate determinants and biological outcomes than does
fertility.)

Much of FP evaluation has used three basic indicators:
o Program level: Couple-years of protection
(CYP)
o Intermediate outcome: Contraceptive preva-
lence rate
o Long-term outcome: Fertility rate
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Regarding a program level indicator, the volume of
condoms distributed for HIV/AIDS prevention is analo-
gous to CYP. However, in the case of family planning,
the evaluator can estimate the correspondence between
the quantity distributed and the protection achieved (e.g.,
it takes four shots of Depo-Provera to cover a women
for one year). By contrast, for condoms, such estimates
of coverage — combined with the issues related to con-
sistency of use — make it difficult to convert volume of
condoms distributed to the number of persons protected
against HIV/AIDS.

In terms of an intermediate indicator that measures a
behaviour directly linked to the long-term outcome, con-
dom use for HIV/AIDS is certainly analogous to con-
traceptive use. However, condom use carries a number
of limitations. First, condom use is not the only means
to safer sex (abstinence and reducing the number of part-
ners lower the risk of HIV/AIDS). Second, the mea-
surement of condom use in surveys is much less pre-
cise than the measurement of contraceptive prevalence
(the latter which can be validated using fertility rates).
In contrast to contraceptive use (which married couples
generally practice over a period of time in a fairly con-
sistent manner), condom use may be far more erratic
and may vary by type of partner. Self-report on extra-
marital relations and condom use within such arrange-
ments often lacks precision.

With respect to a long-term outcome, the objective of
most HIV prevention programs is conceptually clear:
to decrease the incidence rate of new HIV infections in
a given population. However, it is virtually impossible
in practical terms to obtain this information on a truly
representative sample in a given country. To measure
incidence would require identification and recruitment
of a randomly selected sample of the population, fol-
lowed across multiple (or at least two) periods of time.
Moreover, any type of experimental design used to test
the effects of a specific intervention is also fraught with
the ethical difficulties of withholding a potentially valu-
able intervention from one group in the name of “good
science.” Other obstacles include the methodological
difficulties in potential loss to follow-up, ethical issues
related to lack of facilities to treat persons identified as
sero-positive, and the high cost of such data collection.
In fact, evaluators in this area have adopted a proxy
approach: to test women attending antenatal clinics on
the grounds that they represent a wide cross-section of
the population. This indicator is the measure of choice
for tracking the epidemic in many countries.



The international AIDS community now advocates sec-
ond-generation surveillance, which involves coordinat-
ing the collection of several different types of data. Tra-
ditional surveillance systems tracked HIV infection or
other biological markers of risk such as STIs. Because
one of a limited number of behaviors — namely injec-
tion with contaminated needles or blood products or
unprotected sex with an infected partner — must pre-
cede HIV/AIDS, we know that if these behaviors
change, the spread of HIV will change. Second-genera-
tion surveillance systems monitor risk behaviors, using
them to warn us of, or explain changes in, levels of in-
fection. Thus, second-generation surveillance uses data
from behavioral surveillance to interpret data gathered
from sero-surveillance efforts.

e HIV prevalence reflects the accumulation of HIV
cases and changes slowly, even if incidence is on
the decline.

Obtaining data on HIV prevalence (e.g., from women
attending prenatal clinics) is easier than obtaining data
on HIV incidence, which requires tracking persons over
time to determine the percentage of sero-negative indi-
viduals who become sero-positive in a given year. How-
ever, HIV prevalence has the limitation that the mea-
sure includes not only the cases (individuals) that be-
come sero-positive in the past year, but rather in all pre-
vious years (and who are still alive). Thus, even if one

had an intervention that was successfully decreasing
incidence of HIV in a given population, this trend would
not be immediately evident in data on HIV prevalence.
Evaluators have addressed this problem by focusing on
15-19 year olds attending antenatal care in a given coun-
try. In practical terms, none would have been sero-posi-
tive prior to initiation of sexual activity, which in much
of Africa takes place around age 15. (Most female ba-
bies with perinatal AIDS would not have survived to
adulthood.) Thus, time series data on the prevalence of
HIV/AIDS among 15-24 year olds attending antenatal
care serves as a useful proxy for HIV incidence. HIV
prevalence trends among antenatal clients 15-19 may
also be a good indicator of HIV incidence, but as simu-
lations have shown, these trends are more sensitive to
changes that may be unrelated with true incidence
changes in the female population.

In sum, the indicators presented in this section are re-
produced from the document entitled National AIDS
Programmes: A Guide to Monitoring and Evaluation,
which represents the joint efforts of UNAIDS and mul-
tiple partner organizations. We have modified the for-
mat used in their original document to be consistent
with that used in this Compendium, and we have in-
cluded only “core indicators” (not the alternative indi-
cators). Otherwise, the content remains true to the origi-
nal.
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Indicator

AIDS ProGRAM EFrFoRrT INDEX (API)

Definition

The average score given to a national program by a de-
fined group of knowledgeable individuals asked about
progress in over 90 individual areas of programming,
grouped into 10 major components

The API uses key informants from a designated mix of
institutions to give opinions about central areas of com-
mitment and programming, compiling an index out of
scores given in various areas. The score, which is cal-
culated as a percentage with 0 indicating no program
effort and 100 indicating maximum effort, may be con-
verted into a grade to minimize informant variation.
Suggested grades range from very weak and weak
through moderate and strong to very strong, depending
on the range in which the numerical scores fall.

Data Requirement(s)

Responses to a detailed questionnaire from selected key
informants (representatives of the Ministry of Health;
NGOs; international consultants familiar with that coun-
try; and other informed individuals)

Data Source(s)
The AIDS Program Effort Index (API) questionnaire
and protocol®

Purpose and Issues

The AIDS Program Effort Index is a composite index
designed to measure political commitment and program
effort in the areas of HIV prevention and care. It tries to
capture many of the inputs and outputs of a national
HIV/AIDS program. The score is made up of 10 main
components of an effective national response:
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Political support;

Policy formulation;
Organizational structure;
Program resources;
Evaluation and research;
Legal and regulatory aspects;
Human rights;

Prevention programs;

Care programs; and

Service availability.

The major concerns are that the API may be subjective
and unreliable. The outcome depends entirely on the
choice of informants, and informants will likely change
from year to year. Because the indicator is still under
development, the choice of informants has not yet been
standardized.

Questions have also been raised about the utility of a
single composite score, in which deterioration in some
areas may mask improvements in other areas. For diag-
nostic as well as monitoring purposes, simply publish-
ing the scores for the index separately for each compo-
nent may be more useful. The separate category scores
may stand alone as indicators, although for several ar-
eas of program effort, this document proposes alterna-
tives based on measured parameters rather than on ex-
pert opinion and may therefore more usefully track
trends over time.

One area in which the API process may yield a particu-
larly useful indicator is in the area of policy formula-
tion.

2 Available online at: http://www.tfgi.com/api.asp



Indicator

CoNDpOMS AVAILABLE FOR DISTRIBUTION NATIONWIDE

Definition

The total number of condoms available for distribution
nationwide during the preceding 12 months, divided by
the total population aged 15-49

The indicator estimates the number of condoms (male
and female) available for in-country use during the last
12 months. Key informants are identified and inter-
viewed to uncover all possible sources of condom manu-
facture, import, distribution, and storage. Next, data are
collected from all manufacturers and major commer-
cial distributors as well as major donors, condom stor-
age facilities, and government, parastatal, and NGO
bodies involved in acquiring and distributing condoms.

This indicator sums the condoms in stock nationally at
the start of the 12-month period, plus condoms imported
during the 12-month period, plus condoms manufac-
tured in country during the same period, minus any ex-
ports of condoms over that period. The sum of all
condoms available for use in the country during the past
12 months is then divided by the total population aged
15-49.

This indicator is calculated as:

# of condoms in stock + # of condoms imported +
# of condoms manufactured — # of condoms ex-
ported during a 12-month period

Total population aged 15-49

Data Requirement(s)

Condom inventories and purchase records for (1) so-
cial marketing programs, (2) national condom distribu-
tion programs, and (3) commercial wholesalers/distribu-
tors; stock records and production records for manu-
facturers

Data Source(s)
WHO/GPA protocol for estimating condom availabil-
ity for distribution at the central and peripheral level

Purpose and Issues

The best distribution system in the world is not much
help if it has nothing to distribute. The first challenge
for national programs promoting condom use is to en-
sure that there are enough condoms in the country to
satisfy demand. This indicator measures the number of
condoms available for use by those in the most sexu-
ally active age group. Where programs actively promote
the availability of male condoms, they should also in-
clude female condoms, although the indicator should
be disaggregated by condom type.

Combining this indicator with indicators of sexual be-
havior gives a powerful picture of the adequacy of con-
dom provision. For example, if a third of all men aged
15-49 say they have had non-regular sex in the past year,
and 20 percent of married couples say they have used
condoms to avoid pregnancy, and yet only three
condoms are available per sexually active adult per year,
one can deduce that the national supply of condoms is
insufficient to meet the potential demand.

The number of condoms available at the central level
helps assess the adequacy of overall condom availabil-
ity. We must note, however, that “availability” does not
equal “accessibility,” which includes dimensions of
price, location, and access by sub-populations at risk
for unprotected sex and HIV. Frequently, not all avail-
able condoms are distributed or reach the individuals
who most need them to protect against the spread of
HIV. This indicator by itself cannot give a picture of
how many “in-stock” condoms actually get distributed
or used.

Ironically, efforts at the national level to encourage con-
dom use sometimes complicate the measurement of this
indicator. Many countries have deregulated condom
imports in the face of AIDS in order to maximize the
number of condoms available. Deregulation means that
a wide variety of companies, NGOs, donors and gov-
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ernment departments (the health ministry, the defense
ministry, among others) may import condoms without
necessarily reporting numbers imported to a central
body. Programs distinguish between condoms distrib-
uted through family planning programs and those dis-
tributed to reduce sexually transmitted infections. One
must take both sources into account. If possible, evalu-
ators need to present data by program, because family
planning programs primarily intend condoms for rela-
tively low-risk acts within stable monogamous unions,
whereas AIDS program condoms aim at higher risk
sexual contacts.

Where condom promotion activities center around mar-
keting condoms at subsidized prices to people likely
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engaging in risky sex (social marketing), sales of par-
ticular brands of condoms can also provide a useful in-
dicator of program success. Organizations responsible
for the social marketing of condoms typically keep very
good records of condoms distributed down to the retail
level. Although these data tell only part of the story of
condom availability, they provide a very low-cost source
of information for the National AIDS Program and can
be very useful for advocacy purposes. A rise in the num-
ber of condoms manufactured or imported into a coun-
try, or of condoms sold, can be useful in supporting other
indicators measuring rises in self-reported condom use
or falls in self-reported STIs and, eventually, in HIV
prevalence.



Indicator

PERCENT OF POPULATION WITH ACCEPTING ATTITUDES

Towarps THoSE Living wiTH HIV

Definition

The percent of people who express accepting attitudes
towards people with HIV, of all people surveyed aged
15-49

Respondents in a general population survey answer a
series of questions about people with HIV, as follows:

e If a member of your family became sick with
the AIDS virus, would you be willing to care
for him or her in your household?

e If you knew that a shopkeeper or food seller
had the AIDS virus, would you buy fresh veg-
etables from them?

e If a female teacher has the AIDS virus but is
not sick, should she be allowed to continue
teaching in school?

e If a member of your family became infected
with the AIDS virus, would you want it to re-
main a secret?

Only a respondent who reports an accepting or support-
ive attitude on all four of these questions enters the nu-

merator. The denominator is all people surveyed.

This indicator is calculated as:

# of respondents who report accepting
attitudes on all four questions
Total # of respondents aged 15-49

x 100

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS Mod-
ule; FHI BSS (adult); FHI BSS (youth)

Purpose and Issues

This indicator is based on answers to a series of hypo-
thetical questions about men and women with HIV. It
reflects what people are prepared to say they feel or

would do when confronted with various situations in-
volving people living with HIV.

Methodologically, this is a relatively easy way to con-
struct an indicator of attitudes to people with HIV. A
low score on the indicator is a fairly sound indication
of high levels of stigma, and for that reason alone it is
worth measuring.

However, difficulties arise in interpreting indicators
based on hypothetical questions, and a high score on
the indicator is harder to understand than a low one is.
It could mean little real stigma is attached to HIV. Or it
could mean that people know they should not discrimi-
nate, and therefore report accepting attitudes. This
knowledge may not change their behavior, which may
continue to be discriminatory towards people with HI'V.
Changes in the indicator may therefore reflect a reduc-
tion in stigma or simply a growing awareness that it is
not nice to own up to one’s prejudices. That awareness
in itself may, however, constitute the first step in pro-
gram success. High scores may also reflect the
respondent’s limited personal experience with someone
who is HIV-infected.

The proposed indicator is similar to an earlier measure
developed by WHO, but questions have been changed
following field testing to better reflect situations in
which people with HIV actually suffer from stigma.
Field tests revealed that the exact wording of the indi-
cator greatly affected responses. When the gender of
the teacher was not specified, for example, one country
registered very high levels of “discriminatory” attitudes
on that question, for example. Further investigation
showed that the negative attitudes were related to re-
cent news reports of male teachers infecting female
pupils with HIV.

The earlier WHO indicator has been little used, calling
into question the utility of this measure. Possibly, it was
little used because so little programming effort to date
has gone in to reducing stigma surrounding HI'V in most
countries. As the power of stigma to obstruct preven-
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tion and care efforts becomes ever clearer, however,
more national AIDS programs will likely turn their at-
tention to this area. We expect, therefore, that use of
this indicator will increase.

Some have suggested that this indicator serves to mea-
sure differences in discrimination or stigma by gender.
Although some research suggests that women are more
likely than men to be treated and viewed harshly if they
have HIV or AIDS, other recent surveys have shown
little difference in response to gender-specific questions
about stigma and discrimination.
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Indicator

PERCENT OF PoruLAaTION WHO Know HIV PREVENTION METHODS

Definition

The percent of all respondents who, in response to
prompted questions, say that a person can reduce the
risk of contracting HIV by using condoms or having
sex only with one faithful, uninfected partner.

The denominator includes all respondents surveyed, re-
gardless of whether they have ever heard of AIDS or
not. The indicator components should also be reported
separately to show changes in specific knowledge ar-
eas.

The evaluator (i.e., the person designing the question-
naire) must carefully select the precise wording of the
prompted questions in each linguistic and cultural con-
text. We should note that the correct prevention meth-
ods prompted for should be interspersed in the ques-
tionnaire with misconceptions used to calculate the fol-
lowing indicator: Percent of Population with No In-
correct Beliefs About AIDS.

This indicator is calculated as:

# of respondents who say that a

person can reduce the risk of contracting

HIV by using condoms or having sex

only with one faithful, uninfected partner x 100
Total # of respondents

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS mod-
ule; FHI BSS (adult); FHI BSS (youth)

Purpose and Issues

Most AIDS programs targeting the general population
promote mutual monogamy and condom use as the pri-
mary ways of avoiding HIV infection among the sexu-
ally active men and women who make up the majority
of all adults in virtually every population. This indica-

tor measures the extent to which those messages have
reached the general population or the specific sub-popu-
lation surveyed.

Data for this indicator are easy to collect in a popula-
tion survey. In most countries, the score on this indica-
tor will be high, but disaggregation of the indicator by
individual questions, residence, gender, or age group
may provide useful pointers to gaps in information
flows.

Limitations of the use of prompted data were discussed
in the introduction to this section. Although the evalu-
ator should construct the primary indicator using
prompted data, a comparison between prompted and
non-prompted data where possible may yield interest-
ing information. For instance, both the revised UNAIDS
general population survey and the DHS AIDS module
ask, “What ways can people protect themselves from
getting HIV?” before asking specific “prompted” ques-
tions. To further help program managers, this indicator
should always be used in conjunction with: Percent of
Population with No Incorrect Beliefs about AIDS

Previous knowledge indicators included abstinence as
a “correct” method of prevention used in this indicator.
Abstinence is an extremely important prevention op-
tion for young people. However, research in many set-
tings shows that adults who are already sexually active
rarely use abstinence as a primary HIV prevention
method. In addition, people who know that HIV is sexu-
ally transmitted are highly likely to know that not hav-
ing sex can reduce the risk of transmission. Negative
responses on this item are more likely to result from
people believing that abstinence is not feasible than from
their believing that abstinence does not provide effec-
tive protection. In surveys among young people, how-
ever, questions about abstinence continue to be impor-
tant. Programs focusing on delaying age at first sex
among young people may choose to add a knowledge
indicator that includes correct responses to a question
about abstinence as a prevention method.
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Gender Implications of this Indicator

Women may be poorly informed about prevention meth-
ods because of gender-related socio-cultural barriers that
deny or discourage their access to information about HIV
and their willingness to discuss such information. For
example, many cultures view a woman'’s ignorance about
sexual matters as a sign of purity, this being an ideal
feminine quality. Women may thus be reluctant to seek
out information about HIV prevention for fear of being
labeled as promiscuous (UNAIDS, 1999a). Addition-
ally, women may be reluctant to report that they have
such knowledge, for the same reason.

HIV prevention messages may also not be reaching
women because some providers may be reluctant or fail
to discuss condom use as a method of preventing HIV
with female clients. They may perceive condoms as a
male contraceptive or because they may associate
condoms with illicit sexual activity.

For example, in areas where female literacy rates are
low, information campaigns on HIV prevention that rely
on printed materials may be ineffective in reaching
women who are illiterate or have limited literacy skills.




Indicator

PERCENT OF PoPuLATION WITH NO INCORRECT BELIEFS ABoUT AIDS

Definition

The percent of all respondents who correctly reject the
two most common local misconceptions about AIDS
transmission or prevention, and who know that a
healthy-looking person can transmit AIDS

In a series of prompted questions, the interviewer reads
a series of correct and incorrect statements about AIDS
transmission and prevention. Responses to the correct
statements about prevention are used to calculate the
previous indicator: Percent of Population Who Know
HIV Prevention Methods. Responses to a question
about infection status in healthy-looking people and to
two incorrect statements about transmission or preven-
tion are used to calculate this indicator.

The incorrect statements will vary to reflect the mis-
conceptions most common in the local context. Very
often these misconceptions will include the belief that
AIDS can be spread through an insect bite or through
witchcraft. Sometimes, they will include beliefs about
prevention or cure, such as AIDS being preventable by
eating certain types of foods or herbs, or being curable
by having sex with a certain type of person such as a
virgin (or simply being curable at all). One question
will always center on knowledge of the “healthy car-
rier” concept, that is, knowledge that a person may con-
tract HI'V by having unprotected sex with an apparently
healthy person. The exact wording may vary locally.
For example, in some areas “fat” may be synonymous
with “healthy” in this context and may better reflect
people’s misunderstanding of who constitutes a “safe”
partner.

Before conducting a survey, the evaluator should iden-
tify the local misconceptions. They may vary over time
within the same country.

To enter the numerator for this indicator, a respondent
must correctly reject both misconceptions, and must
know that a healthy-looking person can transmit AIDS.
The denominator is all respondents, including those who
have not heard of AIDS. For program purposes, the in-

dicator should be disaggregated by misconception, and
the percentage believing that a healthy-looking person
cannot transmit HIV should also be reported separately.

This indicator is calculated as:

# of respondents who correctly reject the
two most common local misconceptions
about AIDS and who know that a healthy-
looking person can transmit AIDS

Total # of respondents

x 100

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS mod-
ule; FHI BSS (adult); FHI BSS (youth)

Purpose and Issues

Many of the people who know that condoms protect
against AIDS also believe that AIDS can be contracted
from a mosquito bite or other uncontrollable event. Why
bother to reduce the pleasure of sex, they reason, if they
might in any case be infected by something as random
as a mosquito bite? At high levels of HIV-related aware-
ness, a reduction in misconceptions that act as a disin-
centive to behavior change may actually better reflect
the success of a BCC campaign than will an incremen-
tal shift in already high levels of “correct” knowledge.
This indicator measures progress made in reducing mis-
conceptions.

Again, this indicator is easy to measure. It gives a good
picture of the level of false beliefs that may impede
people’s determination to act on correct knowledge.
When the data are disaggregated, they provide invalu-
able information for program managers planning future
BCC campaigns, telling them which misconceptions
must be attacked, and in which sub-populations.

A word of caution is in order, however. There is always
a danger that including misconceptions in a question-
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naire actually increases their credibility. Preparatory
research should be sure to establish commonly held
misconceptions (rather than run the risk of promoting
new ones), and the questionnaire should make very clear
that some of the statements in the sequence are true while
others are false.

One limitation is the indicator’s potential inability to
distinguish between misconceptions which are likely
to influence behavior and those which are merely inci-
dental. Measurement of this indicator also requires pre-
paratory work to determine which misconceptions are
currently most likely to be common.
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Indicator

PERCENT OF PoruLATION WHO KNOW METHODS OF PREVENTING

MOTHER-TO-CHILD TRANSMISSION OF HIV

Definition

The percent of women and men who correctly respond
to prompted questions about preventing mother-to-child
transmission of HIV through anti-retroviral therapy and
avoidance of breastfeeding

Respondents in a population survey answer a series of
questions about the transmission and prevention of HIV.
(See previous indicators: Percent of Population Who
Know HIV Prevention Methods and Percent of Popu-
lation with No Incorrect Beliefs about AIDS.) Among
these are questions about whether HIV can be transmit-
ted from mother to child and about means of prevent-
ing mother to child transmission.

The indicator is the number of respondents who say that
HIV transmission from women who have tested HIV
positive can be prevented by the mother taking drugs
during pregnancy, and by the mother avoiding
breastfeeding, divided by the total number of respon-
dents to the survey.

This indicator is calculated as:

# of respondents who say that a mother
can avoid MTCT of HIV by taking drugs
during pregnancy and by avoiding
breastfeeding

Total # of respondents

x 100

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS mod-
ule; FHI BSS (adult)

Purpose and Issues

This indicator examines whether women and men know
of methods to prevent the transmission of HIV from
mother to child. In this field, as in the field of preven-
tion of sexual transmission, knowledge is a prerequi-

site for decision-making and intervention, although by
no means sufficient to ensure it.

This indicator measures people’s knowledge of meth-
ods to prevent transmission from mother to child through
anti-retroviral therapy and avoidance of breastfeeding.
Men’s knowledge in this area is also important, not least
because in many societies men dominate decisions about
family formation and childbearing, so the indicator is
constructed for both sexes. Because most BCC cam-
paigns in this area aim to reach women, program man-
agers will want to monitor program effectiveness by
disaggregating the indicator by gender.

This indicator presupposes that efforts are being made
to educate women about maternal to child transmission
of HIV and that information about prevention forms part
of that education.

The indicator does not distinguish in its denominator
between those who know about maternal to child trans-
mission and those who do not, because people who do
not know that such transmission can be prevented are
definitely among those who have not been reached with
information about prevention methods. The question-
ing sequence does, however, allow countries to construct
an indicator of knowledge about HIV transmission from
mother to child should they wish.

The knowledge that transmission from mother to child
can be prevented is likely to shape women’s care-seek-
ing and breastfeeding behavior. A pregnant woman who
simply knows that she can pass HIV on to her child is
less likely to seek to know her HIV status than a preg-
nant woman who knows that she can avoid transmitting
HIV to her child.

In many countries in Latin America and elsewhere, the
demand for prevention has driven a radical improve-
ment in service provision for pregnant women with HI'V.
Such a demand will only arise if people know that
therapy exists and can effectively reduce transmission
of HIV to infants.
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Indicator

PERCENT OF POPULATION REQUESTING AN HIV TEST,

RECEIVING A TEST, AND RECEIVING TEST RESULTS

Definition

The percent of people aged 15-49 surveyed who have
ever voluntarily requested an HIV test, have received
the test, and have received their results

The evaluator can also collect data on those requesting
an HIV test, receiving the test, and receiving their re-
sults in the last 12 months.

A general population or sub-population survey can in-
clude questions on whether the respondent has ever re-
quested an HIV test, whether he/she has been tested,
and if so, whether he/she has received the results. Those
having ever requested a test and having received the
results form the numerator, while the denominator is
all respondents in the survey.

The interviewer prefaces the question by saying, “I do
not want to know the results of the test....” As for most
indicators, results should be presented by component
and separately for men and women. In addition to hav-
ing information on the broad reach of VCT services over
time, knowing the percentage of the population surveyed
who have been tested and have received the results in
the last 12 months, a more time-sensitive measure, will
be useful.

This indicator is calculated as:

# of respondents aged 15-49 who
requested, underwent, and received
HIV test results

Total # of respondents aged 15-49

x 100

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)

UNAIDS general population survey; DHS AIDS mod-
ule; FHI BSS (adult); FHI BSS (youth)
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Purpose and Issues

The coverage of quality VCT services will go a long
way towards determining whether those services achieve
their threefold aims of providing an entry point for care
and support, promoting safe behavior, and breaking the
vicious circle of silence and stigma.

This indicator aims to estimate the reach of HIV testing
services in the general population and of the percent-
age of people who now know their HIV status. It can
also be used in specific sub-populations with high-risk
behavior where counseling and testing services are be-
ing promoted. When calculated for sub-populations with
high-risk behavior, the numerator should include only
those who requested a test and received their results in
the last 12 months.

A breakdown of the indicator into its components parts
(looking, for example, at people who requested and re-
ceived a test but never received their results) can point
to gaps in program service provision and quality of care.
Data on those who do not return for results or do not
know their results may offer insight, for example, into
levels of stigma and/or reluctance to learn HIV status
given the lack of available options for care.

The survey question for this indicator specifies that the
respondent must have requested the test. In many situa-
tions, people may assume that their blood has been tested
for HIV at some time, for example, when giving a blood
donation, when applying for insurance, or for surveil-
lance purposes when attending antenatal services. To
calculate this indicator, the evaluator excludes these in-
voluntary tests, whether real or perceived. Also excluded
are tests made for diagnostic purposes without the con-
sent of the client, even if the client was later told of the
results. Such tests do not reflect either the coverage of
or the demand for testing services, nor do they take into
account that the measure emphasizes the “voluntary”
element desired for HIV tests. For that reason, survey
questions must specify that the person requested a test.



In many countries, many people will have been offered
and accepted an HIV test in a health care setting. To
measure the proportion of people who may be aware of
their sero-status (regardless of who initiated the request
for a test), one should also collect data on people hav-
ing been offered a test, having accepted it, and having
received their results.

This indicator gives some idea of the increasing cover-
age of services that meet people’s demand for testing.
It is not, however, limited to voluntary testing and coun-
seling services staffed by trained counselors. It may,
therefore, include tests requested from private doctors
who do not necessarily provide any counseling.

In areas where HIV is highly stigmatized, respondents
may be unwilling even to admit to having taken an HIV
test, because such an admission may imply that they
fear they may be infected. This unwillingness increases
when the question arises in a questionnaire about risk
behavior. On the other hand, in countries that heavily
promote testing as a “responsible” act, some people may
say they have been tested when in fact they have not.
Despite these potential biases, the indicator is useful
for providing a rough estimate of the proportion of
people likely to know their HIV status at all.

If one adapts the indicator to reflect the percentage of
respondents requesting, receiving an HIV test and re-
ceiving results in the last 12 months, the measure will
reflect recent changes in testing services, knowledge
about testing among the population surveyed and de-
sire for testing. While those people exposed to HIV
more than once in a lifetime should be targeted for re-
peat testing, existing evidence suggests that most only
get tested once. Thus, in high prevalence populations
with good coverage of testing, those who tested posi-
tive in the past may not return for further testing in fu-
ture years. This could affect trends in the time-bound
indicator. The tendency to test only once tends to bias
this indicator in underestimating prevalence.

The “ever tested” measure is less sensitive to recent
trends in test-seeking behavior than a time-bound mea-
sure such as “tested in the last 12 months,” but the “ever-
tested” measure will provide an idea of the overall reach
of testing services.

In low-level and concentrated epidemics, the indicator
will likely yield extremely low percentages if measured
in the general population. However, the indicator is ap-
propriate to measure behavior in sub-populations at
higher risk of infection.

Gender Implications of this Indicator

Women'’s use of VCT services may be limited be-
cause of a variety of barriers that prevent them
from accessing services, such as: lack of mobil-
ity, the cost of tests, and reluctance or prohibition
of receiving care from a male health care provider.
A lack of female health care providers or female-
oriented health services may prevent women from
requesting VCT. Women, especially those who are
married or who believe they are in a monogamous
relationship, may have a low perceived risk of
being infected with HIV and thus may not request
VCT. Research suggests that men are more likely
to seek out VCT services without consulting oth-
ers, while women feel obligated to discuss test-
ing with partners before requesting services, thus
creating a potential barrier to VCT access (Gupta,
2000).

A positive test result may have serious repercus-
sions for women, including partner violence, iso-
lation, ostracism, or abandonment. For this rea-
son, women, although they suspect they may be
infected, may not request VCT or return for re-
sults. HIV positive women may also fail to fully
comply with recommended treatments or bottle-
feeding to prevent MTCT for fear of being iden-
tified as HIV positive (UNAIDS, 1999b).
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Indicator

VOLUNTARY COUNSELING AND TESTING CENTERS WITH MINIMUM

ConpITIONS TO PROVIDE QUALITY SERVICES

Definition

The number and percent of facilities that provide VCT
services meeting minimum conditions necessary to pro-
vide quality counseling and HIV testing services

Evaluators take a random sample of facilities and as-
sess the quality of counseling and testing services (in-
cluding NGOs, private clinics and doctors’ surgeries).
They evaluate structural elements necessary to provide
quality counseling and testing services, including trained
staff, adequate privacy for counseling, systems for main-
taining confidentiality, a directory of services for refer-
ral, and adequate conditions for ensuring quality con-
trol of specimen tests.

Evaluators may choose to weight the score obtained by
each site in the random sample by the annual client load
of that site. The indicator is the number of clients served
in the last year by sites with adequate conditions to pro-
vide quality VCT services, divided by the total number
of clients served in the last year by all sites sampled.

This indicator is calculated as:

# of clients served in the last year by
sites with adequate conditions to provide
quality VCT services

Total # of clients served in the last year
by all sites sampled

x 100

Data Requirement(s)
Assessment by external evaluator of adequacy of key
elements for conducting VCT

Data Source(s)
UNALIDS protocol for the evaluation of voluntary coun-
seling and HIV testing services

Purpose and Issues

In many countries, voluntary counseling and testing has
landed in the hands of under-funded and ill-equipped
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non-government and community organizations or has
become a corollary of private sector health service pro-
viders. Many of these entities lack even the most basic
structural facilities necessary to provide quality coun-
seling, such as a room where counseling can occur pri-
vately, or a regular electricity supply to ensure the ad-
equate storage of specimens until testing.

This indicator measures a condition that is necessary
but not sufficient to guarantee quality counseling ser-
vices. The percentage of clients served in a facility that
meets conditions for quality counseling is also likely to
reflect other factors, such as access, available testing
services, or the history of positive experiences at the
center by other community members. Inevitably, a num-
ber of contextual variables influence the results of an
indicator assessing quality. The goal of the indicator is
to provide a framework for assessing some accepted
goals and guidelines.

A potential difficulty in constructing this indicator is
that sites with inadequate record keeping may be un-
aware of their overall client load; it will therefore be
impossible to weight the indicator by client load. One
could construct the indicator as a simple percentage (i.e.,
the percentage of facilities surveyed which meet mini-
mum conditions for adequate service). However, be-
cause poor conditions at a small facility with a low
caseload is relatively less important than poor facilities
at a large and busy center, one should apply weighting
where possible. (In truth, a strong correlation may exist
between conditions and caseload: caseloads may be low
because conditions are poor.)

As with other aggregate indicators, the evaluator may
need to obtain information on different elements sepa-
rately for program planning purposes. Disaggregating
this indicator by type of service provider (NGO, hospi-
tal, private clinic) may also be useful.



Indicator

PERCENT OF PREGNANT WOMEN COUNSELED AND TESTED FOR HIV

Definition

The percent of women who received counseling during
antenatal care for their most recent pregnancy, who ac-
cepted an offer of testing, and who received their test
results, based on all women pregnant at any time in the
two years preceding the survey

In a general population survey, the interviewer asks the
respondent when her most recent child was born and
whether she received any antenatal care before that last
birth. If she received care, she is asked whether clinic
staff talked to her about HIV infection and offered her a
confidential HIV test. If yes, she is further asked if she
agreed to a test and if she received the results. Before
asking such questions, the interviewer offers assurance
that he/she is not interested in knowing the outcome of
any test.

The indicator is the number of women counseled and
offered voluntary HIV testing at ANC before their most
recent birth in the last two years and received their test
results, divided by the total number of women surveyed.
To measure recent trends the evaluator excludes women
whose most recent birth was more than two years ago
from the analysis.

This indicator is calculated as:

# of women who were counseled, who
accepted the offered voluntary HIV
testing at ANC, and received results
before their most recent birth in the

last two years

Total # of women who were pregnant in
the last two years

x 100

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey

Purpose and Issues

The principal active interventions to reduce mother to
child infection depend on knowledge of HIV status.
Knowledge of HIV status during pregnancy may also
affect future reproductive choices. Ideally, women
would learn their HIV status using VCT services be-
fore they choose to become pregnant. But the gap be-
tween this ideal and reality is often very wide. In prac-
tice, the first opportunity many women have to be coun-
seled about HIV and to be offered tests may be at ante-
natal clinics that offer these services as a precursor to
offering interventions to reduce transmission of HIV
from mother to child.

To learn their HIV status in an antenatal care situation,
women have to complete a number of steps. First, they
must attend antenatal services. Then, they must be coun-
seled and offered an HIV test. Next, they must accept a
test. Finally, they must return to receive the test results.
It is only after the post-test counseling that follows all
of these steps that they make necessary decisions about
therapy and infant feeding.

This indicator measures the percentage of women with
a recent pregnancy who completed all of those steps. A
general population survey can yield data on the cover-
age of ANC-based counseling and testing country-wide,
rather than just in specific pilot facilities.

This broad measure of service provision reflects cover-
age on a national scale. However, few countries may
have the resources to introduce counseling and volun-
tary testing for pregnant women country-wide. Those
countries providing prevention services for pregnant,
HIV-positive women typically start with pilot projects
in a few antenatal clinics. Even if all women in pilot
clinics are counseled and offered testing, the indicator
will typically remain low for some time. Evaluators
should use this indicator in conjunction with the fol-
lowing one: Antenatal Clinics Offering and Refer-
ring for VCT.
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As a summary indicator, it does not attempt to diagnose
at which point women are dropping out of the spectrum
of care. For program purposes, managers will find it
important to know whether a poor result on the sum-
mary indicator is because of low initial attendance at
antenatal services, because women attending services
are not being offered tests, because they are refusing
the offer of a test, or because they are tested but do not
return for test results. Each of these points of failure
has a different implication for programming, and all can
be calculated from the data collected for this indicator.
The summary indicator does not attempt to measure
quality of counseling or other elements of service cov-
erage.
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Gender Implications of this Indicator

The availability of anti-retrovirals which can pre-
vent the transmission of HIV from mother to child
increase the value that voluntary counseling and
testing could have for pregnant women. Yet many
women refuse testing and treatment. Health work-
ers must recognize that VCT entails significant
risks for women which may include partner vio-
lence and ostracism. Applying strict standards of
confidentiality and privacy to VCT, as well as to
the treatment phase (if one is required), is neces-
sary to ensure that pregnant women will have
enough trust in their own safety to risk being
tested. The lack of treatment options for the
mother herself remains a serious obstacle to pre-
vention of MTCT.




Indicator

ANTENATAL CLINICS OFFERING AND REFERRING FOR VCT

Definition

The percent of public antenatal clinics offering coun-
seling and voluntary testing for HIV by trained staff or
referring to VCT services

Evaluators randomly select public antenatal clinics in a
health facility survey. Evaluators conduct staff inter-
views and record reviews to ascertain whether any of
the clinic staff are trained in counseling, and whether
the clinic routinely counsels clients about HIV in preg-
nancy and offers HIV tests with post-test counseling or
refers clients to qualified outside services. The annual
client volume of the clinic is also recorded.

This indicator is calculated as:

# of antenatal clinics offering voluntary
testing for HIV and post-test counseling
by trained staff

Total # of antenatal clinics

x 100

Evaluators may then weight the result by client volume.

Data Requirement(s)
Total number of antenatal clinics and number of ante-
natal clinics offering and referring for VCT

Data Source(s)

UNAIDS guide to the monitoring and evaluation of pre-
vention programs for mother to child HI'V transmission;
UNAIDS tool for evaluating HIV voluntary counseling
and testing

Purpose and Issues

Private sector clinics will often take the lead in provid-
ing services for those HIV-infected pregnant women
who can afford to pay for interventions. Because such
interventions are relatively expensive, the goal of na-
tional programs is to extend their reach to less affluent
members of society, through service provision in pub-
lic facilities. Thus, evaluators should calculate this in-
dicator based on service provision in public sector clin-
ics. However, countries that are making an effort to in-
crease training in counseling for staff at antenatal clin-
ics in the private sector or among traditional birth at-
tendants may want to include such groups in this indi-
cator as well.

Ideally, this measure would include all public antenatal
services in a country. Since the number of such services
is often too large to be practical, sampling is adopted.

This indicator is most useful in countries actively ex-
panding coverage of maternal to child prevention ser-
vices. A steady rise in the indicator is likely to reflect a
steady expansion of service provision. However, if sam-
pling is necessary, the indicator may be slow to reflect
progress.
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Indicator

PERCENT OF PoruLATION WHO HAD HIGHER RisKk SEX IN THE LAST YEAR

Definition
The proportion of respondents who have had sex with a
non-marital, non-cohabiting partner in the last 12 months
of all respondents reporting sexual activity in the last
12 months

Respondents are asked about their marital status and
the last three sexual partners within the last 12 months.
For each partner, details are taken of cohabiting status
as well as duration of the relationship, condom use, and
other factors. The numerator is those respondents who
say that in the last 12 months, they have had sex with
someone who is not their spouse or the person they live
with. The denominator for this indicator is all respon-
dents who report having any sex in the last 12 months.

The numerator should exclude polygynous men who
live with several wives unless they also have sex with

women who are not part of their household.

This indicator is calculated as:

# of respondents who report having sex
with a non-marital, non-cohabiting partner
in the last 12 months

Total # of respondents who report having
sex in the last 12 months

x 100

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS Mod-
ule; FHI BSS (adult)

Purpose and Issues

The spread of HIV depends upon unprotected sex with
people who also have other partners. Most monogamous
relationships are cohabiting, although the reverse is not
necessarily true. Partners who do not live together —
who have sex only occasionally — are those who are
most likely to have other partners over the course of a
year. These partnerships therefore carry a higher risk of
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HIV transmission than partnerships that remain outside
a wider sexual network. AIDS prevention programs try
to discourage high numbers of partnerships and to en-
courage mutual monogamy. This indicator estimates the
proportion of the population that engages in relatively
high-risk partnerships and that is therefore more likely
to be exposed to sexual networks within which HIV
can circulate.

This indicator gives a picture of levels of non-monoga-
mous sex. If people stop having sex with all of their
extramarital partners, the change will be captured by
changes in this indicator. However, if people simply
decrease from seven extra-marital partners to one, for
example, the indicator will not reflect a change, even
though this reduction may have a significant impact on
the epidemic spread of HIV and may count as a pro-
gram success.

This indicator proposes a different definition for higher
risk sex than that commonly used in the past. Obviously,
a change in definition will upset trend data for coun-
tries that have collected data using a different defini-
tion from the one currently proposed. However, this
difficulty is surmountable. The proposed data collec-
tion instrument allows for both the old and new ver-
sions of the indicator to be calculated simultaneously.
In practice, in existing data, which allow for the com-
parison between the two indicators, the difference has
been small. The change is proposed largely because
countries report dissatisfaction with previous indicators,
arising mostly from respondents’ difficulties in under-
standing the definitions of regular and non-regular part-
nerships.



Indicator

PERCENT USING ConNDOMS AT LAST HIGHER RiISK SEX

Definition

The percent of respondents who say they used a con-
dom the last time they had sex with a non-marital, non-
cohabiting partner, of those who have had sex with such
a partner in the last 12 months

For each partner listed in the last 12 months, respon-
dents are asked whether they used a condom the last
time the couple had sex. Other questions allow for the
classification of partnerships as cohabiting or non-co-
habiting. All those who report at least one non-marital,
non-cohabiting partner in the last 12 months (i.e., the
numerator of the previous indicator: Percent of Popu-
lation Who Had Higher Risk Sex in the Last Year)
form the denominator. The numerator is the number of
those in the denominator who used a condom the last
time they had sex with their most recent non-cohabit-
ing partner.

This indicator is calculated as:

# of respondents who report using a
condom the last time they had sex with
a non-marital, non-cohabiting partner
Total # of respondents who report
having sex in the last 12 months with a
non-marital, non-cohabiting partner

x 100

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNALIDS general population survey; DHS AIDS Mod-
ule; FHI BSS (adult)

Purpose and Issues

If everyone used condoms every time they had sex with
a non-marital or non-cohabiting partner, a heterosexu-
ally transmitted HIV epidemic would be almost impos-
sible to sustain. Although AIDS programs try to reduce
casual partnerships, they must also, if they are to suc-
cessfully curb the epidemic, promote condom use in

the casual partnerships that remain. This indicator tracks
changes in condom use in these partnerships.

A rise in this indicator is an extremely powerful indica-
tion that condom promotion campaigns are having the
desired effect among their principal target market.

Because condom promotion campaigns aim for consis-
tent use of condoms with non-regular partners rather
than simply occasional use, some surveys have tried to
ask directly about consistent use, often using an always/
sometimes/never question. Although this question may
be useful in sub-population surveys (see below), it is
subject to recall bias and other biases and is not suffi-
ciently robust for use in a general population survey.
Asking about the most recent act of non-cohabiting sex
minimizes recall bias and gives a good cross-sectional
picture of levels of condom use. However, since higher
levels of condom use with non-regular partners will re-
flect increases in overall consistency of use, this indi-
cator supports the objective of consistent condom use.

Gender Implications of this Indicator

Although women may know the protective effect
of condoms, sexual negotiation between partners
depends on the balance of power between part-
ners, which in most places, weighs more heavily
in the man’s favor. This has several ramifications.
Many women may lack the negotiation skills to
ask their partner to use a condom or they may be
reluctant to approach the subject because of the
association between condoms, illicit sex, and
STIs. Some women may be apprehensive about
demanding or negotiating condom use (or with-
holding sex if partners refuse to use condoms) for
fear of partner violence, fear of being perceived
as unfaithful or promiscuous, or fear of abandon-
ment (which some women may perceive as hav-
ing more serious consequences than engaging in
unprotected sex) [UNAIDS 1998].
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Gender Issues (continued)

Many women may not be having “higher risk sex” (defined as having
sex with a non-marital, non-cohabitating partner), but they may be ex-
posed to HIV infection within a monogamous relationship or a marriage,
especially where condom use is rare between marital or regular partners.
Cultural norms are lenient with regards to men’s multiple sex partners —
thus diminishing the protective effect that a monogamous relationship
has for women who are unable to control or are unaware of their partner’s
extra-marital relationships (UNAIDS, 1999a).




Indicator

PERCENT OF MEN HAVING COMMERCIAL SEX IN LAST YEAR

Definition
The percent of men reporting sex with a sex worker in
the last 12 months

This indicator is intended only for countries with well-
defined populations of sex workers. (See below.) In gen-
eral population surveys or in specialized surveys among
groups of men who fit the profile of clients of sex work-
ers (the military, truck drivers, among others), men are
asked directly if they had sex with a sex worker in the
previous 12 months.

Although a given country may have several different
types of definable sex workers, each with different per-
ceived levels of risk, evaluators can combine all these
groups into an indicator of commercial sex use for moni-
toring and evaluation purposes.

This indicator is calculated as:

# of men who report having sex with
a sex worker in the past 12 months
Total # of male respondents

x 100

In some countries, evaluators have collected this indi-
cator in the past using only sexually active men (rather
than all male respondents) as the denominator. To main-
tain valid trend data, we recommend calculating this
indicator both ways (using only sexually active men and
using all men in the denominator) over a period of sev-
eral years.

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS Mod-
ule; FHI BSS (adult)

Purpose and Issues
In concentrated epidemics, sexual mixing between

groups with a high likelihood of infection and the gen-
eral population is of central interest. In heterosexual
concentrated epidemics, the initial focal point of infec-
tion is among sex workers and their clients. Those cli-
ents then spread infection to their wives and girlfriends
in the general population, as well as to other sex work-
ers. In such situations, AIDS programs often focus on
trying to reduce the proportion of men having sex with
sex workers, as well as increasing condom use in these
encounters. This indicator measures progress towards
the first of these goals.

This indicator is useful in concentrated heterosexual
epidemics in countries where commercial sex (and es-
pecially brothel-based sex) is common, and where a
“prostitute” has a clearly defined role. Thus the indica-
tor is most likely to be used in parts of the world where
commercial sex has played a dominant role in the epi-
demiology of HIV (e.g., many countries in Asia).

Attempts to collect and analyze data using a wider defi-
nition of commercial sex (questions such as “Have you
given or received money or gifts in exchange for sex?”)
have not yielded useful information. In epidemic terms,
sex workers are of interest because they have a high
turnover of partners and therefore have a high prob-
ability of being exposed to infection and passing on in-
fection. In many cultures, the high number of partners
is true of only a fraction of the people who have “re-
ceived money or gifts in exchange for sex.” If no lo-
cally specific term for prostitution exists, the chances
are that this indicator is not relevant to the program and
should not be used.

The indicator is also of limited use in very high preva-
lence epidemics, because differences in risk associated
with sex with a sex worker compared with any other
casual partner may be unsubstantial.

One may construct a similar indicator for clients of male

sex workers in special surveys of men who have sex
with men.
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Indicator

PERCENT OF YOUNG PEOPLE HAVING MULTIPLE PARTNERS IN LAST YEAR

Definition

The percent of young people (15-24) who have had sex
with more than one partner in the last 12 months, of all
young people surveyed

In a survey among people aged 15-24, respondents are
asked about their sexual partnerships in the last year.
Those who report more than one partner in the last 12
months constitute the numerator. The denominator is
all respondents.

Evaluators should report this result separately for men
and women. It may also be constructed separately for

those aged 15-19, <15 and 20-24, as appropriate.

This indicator is calculated as:

# of youth (aged 15-24) who report having
sex with more than one partner in the last
12 months

Total # of youth

x 100

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS mod-
ule; FHI BSS (youth)

Purpose and Issues

Prevention messages for young people tend to begin
with abstinence and often focus also on mutual mo-
nogamy. But because sexual relationships among young
people are frequently unstable, relationships that were
intended to be mutually monogamous may break up and
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be replaced by other relationships in which similar in-
tentions prevail. Particularly in high HIV prevalence
epidemics, serial monogamy is not greatly protective
against HIV infection. This indicator measures the pro-
portion of young people exposed to more than one part-
ner in the last year, that is, the proportion for whom the
“one, mutually faithful partner” message has failed.

This indicator does not distinguish between marital and
non-marital partners. It tracks all multiple partnerships,
regardless of their relative levels of risk. In the very
similar adult sexual behavior indicator (Percent of
Population Who Had Higher Risk Sex in the Last
Year), a distinction is made between marital and co-
habiting partners, and all other partner types. This dis-
tinction is partly to cope with the measurement chal-
lenge posed by men in polygynous societies, who may
have multiple partners within marriage. However, be-
cause polygyny among men under 25 is extremely rare,
the distinction is unnecessary in an indicator for young
people.

The indicator also suffers from the expected respon-
dent and social desirability bias. Young people saturated
with prevention messages will be highly motivated to
underreport partners. Likewise, social pressure for
women to give untruthful answers may be strong.



Indicator

PERCENT OF YOUNG PEOPLE USING A CoNDOM AT LAST HIGHER RiISK SEX

Definition

The percent of young people (aged 15-24) who have
had sex in the last 12 months and used a condom at last
sex with a non-marital, non-cohabiting partner, of all
young people surveyed

In a general population or targeted youth survey, the
interviewer asks all respondents about their sexual part-
nerships in the last year. For each partner a young per-
son reports, cohabitation status is established. Where a
general population survey is undertaken for people aged
15-49, the evaluator can simply stratify the data by age
groups to calculate this indicator. The denominator is
all young people aged 15-24. The numerator is the per-
cent of those persons using a condom at last sex with a
non-marital, non-cohabiting partner in the last 12
months.

This indicator is calculated as:

# of youth who report using a condom
at last sex with a non-marital,
non-cohabiting partner

Total # of youth

x 100

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS mod-
ule; FHI BSS (youth)

Purpose and Issues

The indicator includes the non-marital partners of young
people who are currently married, as well as all reported
partners of those who are still single or not in a stable
enough relationship to be cohabiting with their partner.

The indicator differs from Percent Using Condoms at
Last Higher Risk Sex in that it includes in the denomi-
nator all respondents, rather than just those who report
risky sexual activity in the last year.

The evaluator should report the indicator across the 15-
24 age range and separately by sex. It may also be re-
ported separately for those aged 15-19, 20-24, and un-
der 15 years, where relevant.

In terms of advocacy, this indicator of young people’s
sexual behavior can have powerful effects. Where the
indicator shows low levels of condom use with higher
risk sex among youth, programs will need to focus ef-
forts around abstinence after initiation of sexual activ-
ity, but primarily on condom use. But major constraints
may exist in programs that wish to avoid addressing
youth sexual activity.

Like the previous indicator, Percent of Young People
Having Multiple Partners in Last Year, this indica-
tor will capture all unmarried people having sex, the
proportion of which will generally be fairly high, espe-
cially among men. In addition, it will capture married
young people having sex outside of marriage.

The indicator suffers from the same reporting bias prob-
lems inherent in surveys asking about sexual behavior;
depending upon the degree of programs effort satura-
tion and/or existing cultural or religious mores, young
people may actually be more willing than adults to re-
port details about their sexual behavior.
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Indicator

PERCENT OF INJECTING DRUG USERS NEVER SHARING

EoQuipPMENT IN THE LAST MONTH

Definition

The percent of active injecting drug users surveyed who
report never sharing injecting equipment during the last
month

In a behavioral survey among injecting drug users, re-
spondents are asked about their injecting habits. The
indicator excludes those who report sharing needles,
syringes, or other injecting equipment at any time in
the last month. The denominator is all respondents re-
porting injecting behavior in the last month.

Questionnaires should specify all the locally relevant
types of “equipment” that may result in the exchange

of body fluids.

This indicator is calculated as:

# of active injecting drug users who
report never sharing injecting equipment
during the last month

Total # of respondents who report
injecting behavior in the last month

x 100

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
FHI BSS (injecting drug users)

Purpose and Issues

Sharing injecting equipment between HIV-infected and
uninfected drug injectors is an extraordinarily effective
way of spreading HIV. Because the risk of contracting
infection per single act of risky injection is so high, pro-
grams must aim for a complete halt to this behavior, not
just for a reduction in the sharing of equipment between
drug users.

This indicator measures trends in consistently safe be-
havior among drug users who continue to inject drugs.
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As with all indicators measured among drug injectors,
the biggest difficulty is access. Random sampling is all
but impossible, and convenience samples are biased in
often unpredictable ways. It is therefore difficult to de-
termine the extent to which those surveyed represent
the larger population of injecting drug users. Where the
representativeness of the sample is variable, trends over
time will be hard to interpret.

These surveys yield information from people identified
as members of a community of drug injectors. In re-
sponse to HIV-related interventions, some injectors may
possibly stop taking drugs entirely or switch to non-
injected drugs. Since the indicator tracks changes in
risky injecting practices over time among people who
continue to inject drugs, the denominator excludes
people who cease to inject.

Some education programs have focused on sterilizing
needles between users. Users may continue to inject
drugs and even share needles, but may sterilize between
uses. However, knowing the success of individual ef-
forts to sterilize equipment is difficult. Experience in
some settings has demonstrated that inadequate clean-
ing of equipment is common, and many programs have
ceased to promote equipment cleaning as a prevention
method, preferring to concentrate efforts on ending to
the sharing of injecting equipment. This indicator in-
cludes in its numerator of those with risky behavior all
injecting drug users who sterilize, but still share, their
equipment.

Because it restricts those included in the indicator to
those who have injected in the last month, this indica-
tor is very sensitive to recent trends in injecting prac-
tices. Countries with inconsistent policies supporting
safe drug injection may see large variations in this indi-
cator. Police crackdowns on users, distributors, or sup-
port services such as needle exchange centers may lead
to dramatic changes in injecting practices over a very
short period of time.



In addition, the indicator is subject to high recall bias.
Depending on the local drug scene, drug users may be
injecting several times each day. Recalling the circum-
stances of every act of injection over the past 30 days
may be problematic.
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Indicator

PERCENT OF TRANSFUSED BLOOD UNITS SCREENED

Definition

The percent of blood units transfused in the last 12
months that have been adequately screened for HIV ac-
cording to national or WHO guidelines

The indicator requires three pieces of information: the
number of blood units transfused in the previous 12
months, the number of blood units screened for HIV in
the previous 12 months, and among the units screened,
the number screened up to WHO or national standards.

The number of units transfused and the number screened
for HIV should be available from health information
systems. Quality of screening may be determined from
a special study that re-tests a sample of blood previ-
ously screened or from an assessment of the conditions
under which screening occurred. Where this approach
is not feasible, data on the percent of facilities with good
screening and transfusion records and no stock outs of
test kits may be used to estimate adequately screened
blood for this indicator.

This indicator is calculated as:

# of blood units transfused in the
last 12 months that have been
adequately screened for HIV
Total # of blood units transfused

x 100

Data Requirement(s)
Program records

Data Source(s)
MEASURE Evaluation blood safety protocol

Purpose and Issues

Blood safety programs aim to ensure that the over-
whelming majority (ideally 100 percent) of blood units
are screened for HIV, and that those included in the na-
tional blood supply are indeed uninfected. This is de-
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monstrably not the case in many countries. Some blood
units are not screened at all; others are screened by
poorly trained personnel using outdated equipment or
insufficient inputs. Moreover, poor blood testing facili-
ties mean that some blood is screened using antibody
tests at a time after the donor has become infected with
HIV but before the donor has developed antibodies to
the virus. Together, these factors mean that a signifi-
cant proportion of blood units may be classified as safe
even though they are infected. This indicator reflects
the overall percentage of blood units screened to high
enough standards that they can confidently be declared
free of HIV.

Where sufficient information exists to construct it, this
measure is a strong indicator of the overall safety of the
blood supply. However, changes in the indicator could
reflect changes in the proportion of blood units screened
or changes in the quality of the screening process. The
indicator may also reflect a successful campaign to re-
duce unnecessary transfusions, because the overall num-
ber of transfused units would fall and the proportion of
those screened to WHO/national standards should rise
in consequence. However, the different elements of the
indicator should be reported separately for program-
matic purposes.

Where health systems are decentralized, or where the
private sector is involved in blood screening and blood
banking, one may have difficulty obtaining good enough
information to construct a robust indicator on a national
scale. In this case, selecting sentinel hospitals and labo-
ratories in both the public and the private sector for fa-
cility-based surveys of blood transfusion and screening
quality will probably be necessary.



Indicator

PERCENT OF STI PATIENTS APPROPRIATELY DIAGNOSED AND TREATED

Definition

The percent of patients with STIs at selected health care
facilities who are appropriately diagnosed and treated
according to national guidelines, of all STI patients at
those centers

Evaluators collect data through observing and interview-
ing providers at selected health care facilities offering
STI care. Providers are assessed on history taking, ex-
amination, and treatment of patients. A provider must
score positively on all three items in an interaction with
a client for that client to enter the numerator of the indi-
cator.

Protocol researchers have tried several alternative data
collection methodologies. Instead of, or in some cases
in addition to, observation and provider interviews, data
have also been collected through exit interviews with
clients and interactions with “mystery” clients — that is,
trained assessors posing as clients.

“Appropriate” diagnosis and treatment is assessed ac-
cording to national guidelines governing STI services.
In developing countries, these guidelines will most com-
monly include protocols for the syndromic management
of locally common sexually transmitted pathogens, in-
cluding treatment with drugs specified in national drug
lists. Some countries recognize both syndromic and etio-
logical management as appropriate, according to the
diagnostic capacity of the service provider. Where na-
tional guidelines are unavailable, WHO guidelines on
the syndromic management of STIs may be used to guide
assessment of appropriate treatment.

This indicator is calculated as:

# of patients with STIs who are
appropriately diagnosed and treated
Total # of patients with STIs

x 100

Data Requirement(s)
Assessment of an external expert

Data Sources

WHO/UNALIDS revised guidelines on evaluating STI
services; MEASURE Service Provision Assessment
(SPA)

Purpose and Issues

STI programs are focusing on syndromic management
of STIs as the most practical approach in high preva-
lence, low resource situations. The shift to syndromic
management has increased the potential coverage of
care, since such management poses fewer bottlenecks
in diagnosis. Training nurses and other health care pro-
viders new to the approach and often to STI care in
general has required a huge investment.

This indicator reflects the success of that training, com-
bined with efforts to ensure adequate supplies of drugs
and other necessary materials to care provision points.
It tracks changes in the provision of adequate care to
patients seeking care for STIs.

Choosing which STI service delivery points to survey
is important. Traditionally, this indicator has applied
primarily to public sector STI clinics, because most of
the early training in syndromic management was of pub-
lic sector employees. However, people with STIs often
seek treatment in other sectors — either at private sector
clinics, from pharmacies or from traditional healers.
Some countries have begun to include these sectors in
training programs for syndromic management, and
evaluations using this indicator have successfully been
carried out in these sectors. Service delivery points sur-
veyed should include representative service providers
from any sector that has received training in syndromic
management of STIs.

This indicator, measured through observation but in-
cluding provider interviews in the process of data col-
lection for validation purposes, has been widely used
and proven feasible. There has been discussion of the
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extent to which the direct observation and provider in-
terview methodologies bias data. It is thought that ser-
vice providers perform better under observation than
they normally would, or over-report “correct” diagno-
sis and treatment, falsely diminishing the gap between
knowledge and practice. However, client exit interviews
and mystery patient methodologies, as well as proving
feasible, have demonstrated that the biases are smaller
than was assumed. The gap between knowledge and
practice in the area of treatment often shaped results
because service providers do not follow “correct” pro-
tocols simply because they know drugs are unavailable
or unaffordable. We thus recommend that evaluators
present this indicator with indicators of drug availabil-

ity.

264

As with all composite indicators, improvements in some
areas may mask deterioration in others. If service in one
area is poor, the facility will score poorly on the indica-
tor, even if service provision in other areas has pro-
gressed significantly. Program managers need scores
reported separately by area of knowledge and perfor-
mance so that they may identify areas of weakness and
may improve program performance.



Indicator

PERCENT OF STI PATIENTS RECEIVING ADVICE ON CoONDOM USE AND

PARTNER NOTIFICATION AND REFERRAL TO HIV TESTING SERVICES

Definition

The percent of patients with STIs who are given advice
on condom use and partner notification and referred for
HIV testing

Previous indicators only included the first two elements
of'this indicator. A health care provider must score posi-
tively on both condom advice and partner notification
advice for the client to enter the numerator for this indi-
cator. The current indicator includes a third element:
referral for voluntary testing for HIV. However, if na-
tional policy does not include referring STI patients for
HIV counseling and testing, or if VCT services are un-
available and not actively promoted by national AIDS
and STI programs, the indicator should exclude refer-
ral for counseling and voluntary HIV testing. Health
facility surveys through direct observation of interac-
tion between care providers and clients yield data for
this indicator.

This indicator is calculated as:

# of patients with STIs given advice
on condom use and partner notification
and referred for HIV testing

Total # of patients with STIs

x 100

The evaluator should report different components of this
indicator separately, for reasons given below.

Data Requirement(s)
Assessment by an external expert

Data Sources

WHO/UNAIDS revised guidelines on evaluating STI
services; MEASURE Service Provision Assessment
(SPA)

Purpose and Issues

By promoting condom use and by encouraging the treat-
ment of partners to avoid reinfection, STI services seek
to prevent the recurrence of STIs, not just to treat them.
Increasingly, STI care serves as an entry point for refer-
ral for voluntary testing for HIV. This indicator mea-
sures the extent to which these aspects of STI service
provision are functioning.

If a client is at an STI clinic, previous efforts to pro-
mote safe behavior have failed him or her. This mea-
sure does not evaluate the success of prevention initia-
tives, merely the extent to which service providers are
complying with standards.

The extent to which the direct observation methodol-
ogy biases data has caused concern because research-
ers assume that service providers perform better under
observation than they normally would. Also, it is sug-
gested that exit interviews with clients may be a more
cost-effective method than observed interactions in com-
piling this indicator. However, clients may misreport
the actual content of counseling. Further research is
needed to determine the reliability of exit interviews in
collecting data for this indicator.

Condom promotion, advice on partner referral, and re-
ferral for HIV testing are in fact quite distinct activi-
ties. The value of an aggregate indicator in this field is
therefore somewhat limited, at least to program staff.
In addition, referral to HIV testing services will depend
upon the availability of those services locally. And the
addition of this component will disrupt trends over time
in those countries where a different indicator has been
calculated in the past. For these reasons, the evaluator
must take special care to report separately the three el-
ements of this indicator.
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Indicator

PERCENT OF HEALTH FACILITIES PROVIDING STI SERVICES

WITH ADEQUATE DRUG SUPPLY

Definition

This indicator measures the percent of health facilities
providing STI care that have a current supply of essen-
tial STI drugs and report no stockouts lasting longer
than one week in the preceding 12 months

Countries promoting syndromic management of STIs
usually have protocols for the prescriptions of drugs by
syndrome as well as a national essential drug list that
includes the relevant drugs. Drugs necessary to treat
each of the important syndromes should appear in the
stock-check for this indicator. A survey of randomly
selected facilities providing STI services checks for
current supplies of designated drugs. Clinic manage-
ment is questioned about stockouts in the last 12 months,
and clinic stock records are reviewed for that period.
Client numbers are also recorded. The sampling frame
for the selection of sites may include private clinics and
hospitals and non-government services, as well as pub-
lic facilities.

Evaluators may construct the indicator weighting each
facility by its client load because a rupture of stock at a
small rural clinic will have less impact on the epidemic
at a national level than a stockout in a large urban clinic
that sees many times more patients.

This indicator is calculated as:

# of health facilities providing STI services
that have a current supply of essential

STI drugs and report no stockouts

Total # of health facilities providing

STI services

x 100

Depending on national policy, the indicator may include
a variety of outlets providing services for HIV care, such
as integrated reproductive health services, private sec-
tor facilities, and pharmacies with special training in
STI care provision.
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Data Requirement(s)
Assessment by an external evaluator

Data Sources

WHO/UNAIDS revised guidelines on evaluating STI
services; MEASURE Service Provision Assessment
(SPA)

Purpose and Issues

Correct history-taking, diagnosis, and prescription are
all very well, but if drugs are unavailable, these proce-
dures will not translate into cases cured and will there-
fore not reduce the likelihood of HIV infection.

National AIDS programs engaged in improving STI ser-
vices have put time and money into improving drug dis-
tribution services and in attempting to ensure adequate
manufacturing or importing of drugs for the syndromic
management of STIs. This indicator measures the ef-
fectiveness of those efforts in ensuring that service pro-
viders are consistently supplied with the drugs they need
to work efficiently.

This indicator is a good measure of consistent supplies
of drugs to STI service facilities; it provides a mini-
mum measure of the availability of drugs. However,
clients very often buy drugs from other sources, even
when they have been to an STI facility for diagnosis.
Indeed, in countries where control of drug supplies are
lax, a stockout in a public clinic may simply mean that
the supply of drugs has been diverted to another nearby
outlet. This laxity will likely affect the cost of the drug
to the client (and therefore accessibility), but it may not
affect the physical availability of the drug.

Again, the selection of STI facilities may have a major
influence on the indicator. The facility survey should
attempt to include a mix of all major provider catego-
ries in both the public and the private sectors.



Indicator

NUMBER/PERCENT OF HEALTH FACILITIES WITH THE CAPACITY TO

DELIVER APPROPRIATE CARE TO HIV-INFECTED PATIENTS

Definition

The number and percent of health care facilities at dif-
ferent levels of the health care system that have the ca-
pacity to deliver appropriate palliative care, treatment
for opportunistic infections, and referral for HIV-in-
fected patients, according to national guidelines

A health facility survey that includes facility inspec-
tion, interviews with service providers, and records re-
views assesses health facilities against a standard check-
list. The checklist, which will be modified according to
local standards, will differ according to the level of the
institution within the health care system. It will typi-
cally include the availability of trained staff, the ad-
equacy of diagnostic facilities, the adequacy of sanita-
tion, the adequacy of nursing care, procedures for record
keeping, preventative counseling, and referral to higher
level care and community support organizations as ap-
propriate.

The assessment of “adequate” or “appropriate” condi-
tions and services should follow national guidelines for
care of HIV-infected patients. The absence of such
guidelines in itself indicates that care and support ser-
vices for HIV-infected people are likely to be inadequate.
However, where they do not exist, one may substitute
international standards currently being developed by
WHO to determine standards against which to measure
facilities.

This indicator excludes the availability of drugs and
procedures to prevent accidental transmission of HIV
within the health care setting because separate indica-
tors cover this availability.

The indicator is the number of health facilities match-
ing or exceeding the minimum score for adequate ca-
pacity to manage HIV-infected patients, divided by the
total number of health facilities surveyed. For program
purposes, it should be disaggregated by level of health
facility as well as by area of service provision.

This indicator is calculated as:

# of health care facilities with the capacity
to deliver appropriate palliative care,
treatment for opportunistic infections,

and referral for HIV-infected patients
Total # of health care facilities

x 100

Data Requirement(s)
Assessment by external evaluator of adequacy of care
to HIV infected patients

Data Sources

WHO draft protocol for the evaluation of HIV/AIDS
care and support; UNAIDS protocol for evaluation of
care and support

Purpose and Issues

In the early years of the HIV epidemic, a high propor-
tion of patients with HIV-associated conditions were
automatically referred to tertiary level institutions be-
cause health services at other levels had neither the
trained personnel nor the capacity to cope with them
appropriately. Even guidelines on what constituted “ap-
propriate” treatment were rarely available. The constant
referral to higher levels of care clearly led to inefficient
use of resources within the health system.

In recent years, attempts have been made to ensure that
HIV-related conditions are dealt with at appropriate lev-
els within the health system, with referrals in both di-
rections when necessary. Many countries have produced
national guidelines to help guide service providers in
the appropriate care of HIV-infected patients. Pallia-
tive care and treatment for common and minor oppor-
tunistic infections may be given at the primary level,
while more complex opportunistic infections may be
referred to higher levels of the health care system. Re-
ferrals should also be made for social and psychologi-
cal support where appropriate.
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This indicator measures the extent to which health ser-
vices have the capacity to meet treatment, care, and re-
ferral needs of HIV-infected patients at appropriate lev-
els of the health care system, according to national guide-
lines.

This indicator is a compendium of many different as-
pects of care and service provision, all of which must
score a minimum amount if the indicator is to include
the facility in its numerator. Because services tend to
improve unevenly, especially in resource constrained
settings, the resulting indicator may remain low for some
time. Disaggregation of the indicator will indicate the
areas in which services have improved and those in
which they continue to lag.
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The scoring of the components of the indicator will nec-
essarily include a measure of subjectivity. This subjec-
tivity may influence comparisons between different
countries, as well as trends over time if the monitoring
team changes.

Because it includes facilities at different levels of ser-
vice provision, the indicator is not weighted by client
load. Weighting by client load is likely to give tertiary
institutions and reference hospitals excessive influence
in the indicator, despite the fact that most patients first
come into contact with the health system at the primary
level.



Indicator

HIV PREVALENCE AMONG PREGNANT WOMEN 15-24 YEARS OLD

Definition

The percent of blood samples taken from women aged
15-24 who test positive for HIV during routine sentinel
surveillance at selected antenatal clinics

The data for this indicator are obtained from the na-
tional sentinel surveillance system for HIV, and the in-
dicator is calculated through unlinked anonymous test-
ing for HIV of blood samples taken from women at sen-
tinel antenatal clinics chosen to reflect urban, rural, eth-
nic, and other socio-geographic divisions in a country.

Even where programs exist that simultaneously offer
counseling and voluntary HIV testing for pregnant
women to reduce mother to child transmission, only the
results of unlinked, anonymous screening of blood taken
for other purposes should be used in calculating this
indicator of HIV prevalence. Refusal and other partici-
pation bias are considerably reduced in unlinked anony-
mous HIV testing compared with other forms of test-
ing.

This indicator is calculated as:

# of pregnant women aged 15-24
who test positive for HIV
Total # of women aged 15-24 tested

x 100

Data Requirement(s)
Results of test for HIV sero-positivity

Data Sources
UNAIDS/WHO Second Generation Surveillance; WHO
guidelines for HIV surveillance

Purpose and Issues

Women who are pregnant have by definition had un-
protected sex sometime in the last ten months. Levels
of HIV infection in these women do not reflect levels
among women who are not having sex, among women
who are infertile, or among women who are systemati-

cally using contraception, including barrier methods
such as condoms which also prevent HIV transmission.

Confining the indicator to women aged under 25 aims
to give a picture of recent trends in infection. Most in-
fections in this age group are relatively new, and data
from these younger women are also less subject to bias
than data for the whole reproductive age span. The in-
dicator is reported for women aged 15-24. However,
we strongly recommend that the evaluator report two
separate figures: one for women aged 15-24 and one
for women across the whole reproductive age range of
15-49. Because many countries have in the past failed
to report HIV prevalence broken down by age, it is im-
portant to continue to report a figure for HIV preva-
lence across 15- to 49-year-olds, to allow for the com-
parison of trends over time.

Additional information may be gained by looking at HIV
prevalence by parity of mother. Such information is of-
ten routinely collected in sentinel surveillance, and
analysis of trends among women of parity 0 and 1 com-
bined is a good additional indicator of trends in HIV
incidence among young women.

The indicator gives a fairly good idea of relatively re-
cent trends in HIV infection nation-wide in countries
where the epidemic is heterosexually driven. It is less
reliable as an indicator of overall epidemic trends in
areas where the bulk of HIV infection remains confined
to sub-populations with especially high-risk behaviors.
Even countries with generalized heterosexual epidem-
ics have wide regional, ethnic, or other differences in
trends in HIV infection. These differences will be lost
when data are aggregated into a single national figure.
For program purposes, prevalence should thus always
be reported separately by site as well as by a single na-
tional figure. Evaluators should take care in reporting
HIV prevalence estimates by sites, however, given the
possible political sensitivity of results.

In the past, sample sizes in regular sentinel surveillance
have been selected to measure changing trends across
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the whole age range of 15-49. Numbers in each five-
year age band may have been too small to yield any
reliable trend data, particularly at individual sentinel
sites. To construct a reliable indicator around the nar-
rower age range, larger sample sizes in the younger age
groups will be needed.

Clearly, trends in HIV infection among pregnant women
will not adequately reflect some of the most important
changes in behavior supported by AIDS prevention pro-
grams — abstinence and consistent condom use in all
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populations and not simply the antenatal care clients.
Trends in HIV infection are beset by a number of bi-
ases, as described above. Prevalence among pregnant
women reflects trends in prevalence in the general popu-
lation, but does not an accurately reflect overall levels
in all women, let alone in all men.

Evaluators should thus report prevalence data together
with behavioral data (such as mean age at first sex or
condom use at last sex) for better explanatory power.



Indicator

HIV PREVALENCE IN SUB-PopPuLATIONS WITH HIGH-RISK BEHAVIOR

Definition

The HIV prevalence among members of a defined sub-
population at higher risk of contracting or spreading
HIV.

Tracking HIV in sub-populations can be logistically and
ethically difficult, especially if the groups are
marginalized or their activities are illegal. Sampling and
estimation of total population sizes are key issues. An
understanding of how the sampled population relates
to any larger population sharing similar risk behaviors
is critical to the interpretation of the indicator. For some
groups, population-based sampling strategies will be
necessary. In other cases, sentinel sites are available.
Sentinel sites for these populations tend to be linked to
the provision of health services, for example, a men’s
health clinic in an area with a high concentration of gay
sex bars, or a drug rehabilitation center.

The indicator is the number of members of the at-risk
sub-population testing positive for HIV at sub-popula-
tion sentinel sites, divided by the total number of mem-
bers of the at-risk sub-population tested for HIV.

This indicator is calculated as:

# of members of at-risk sub-populations
testing positive for HIV

Total # of members of at-risk sub-
population tested

x 100

Data Requirement(s)
Results of test for HIV sero-positivity

Data Sources
UNAIDS/WHO Second Generation Surveillance guide-
lines; FHI guidelines on sampling in sub-populations

Purpose and Issues

In countries with concentrated epidemics, tracking of
HIV infection among pregnant women may be a waste
of resources. In any case, the bulk of interventions in

concentrated epidemics often focus on the behaviors or
groups contributing most to the expansion of the epi-
demic. In a concentrated epidemic, these generally in-
clude one or more of the following: injecting drug us-
ers, men who have sex with other men, sex workers,
and frequent clients of sex workers.

The design of a second generation surveillance system
should take into account the epidemic state. In coun-
tries with low-grade or concentrated epidemics, surveil-
lance for the HIV virus as well as behavioral surveil-
lance should focus on those groups where both infec-
tion and interventions are concentrated. Changes in HIV
prevalence in these groups should reflect the success or
failure of prevention attempts.

Because of the difficulties in access to sub-populations,
the biases in sub-population sero-surveillance data are
likely to be far greater (and much less predictable) than
in data from a more generalized population such as
women at antenatal clinics. Where sentinel sites pro-
vide health services to the sub-population in question,
for example, the use of the facility may be associated
with problems that are themselves related to HIV infec-
tion.

Minimizing biases associated with age is especially dif-
ficult, because the age of participation in especially high-
risk behaviors may vary widely. It is therefore, undesir-
able simply to restrict the analysis to young people as it
is in ANC sentinel sites.

Despite these difficulties, tracking HIV infection in
those with higher risk behaviors in concentrated epi-
demics is essential. The information will not be per-
fect, but some measure of progress or lack thereof will
be essential to maintain support for prevention programs
in critical sub-populations.
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Indicator

PERCENT OF CHILDREN UNDER 15 WHO ARE ORPHANS

Definition
The percent of children under 15 whose mother, father,
or both parents have died.

In a household survey or a national census, respondents
are asked the ages of all children in the household and
whether the mothers and fathers of those children are
alive. Those children who are currently under the age
of 15 and whose mother or father or both are dead form
the numerator for this indicator. The denominator is all
children currently under 15 listed by respondents in the
survey.

Breaking the results down into maternal orphanhood,
paternal orphanhood, and double orphanhood is useful.

This indicator is calculated as:

# of children under 15 whose mother,
father, or both parents have died
Total # of children under 15 listed
by respondents

x 100

Data Requirement(s)
Responses on household surveys

Data Sources
Household schedule in UNAIDS general population
survey; DHS household schedule; Census data

Purpose and Issues

HIV is changing the face of adult mortality in many
communities, killing men and women at just the ages
when they normally form families and bring up chil-
dren. Their deaths leave behind orphans who must be
cared for, generally by other members of the commu-
nity. The social and economic impact of rising orphan-
hood can be considerable; national AIDS programs
tracking orphanhood will be better equipped to plan for
impact mitigation efforts. This indicator tracks levels
of orphanhood in a country.
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Data on an increase in orphanhood can be a very pow-
erful indicator of the impact of an AIDS epidemic. Be-
sides tracking the impact of AIDS deaths on communi-
ties, this indicator also has multiple advocacy uses.

One limitation of this measure is that it cannot distin-
guish AIDS-related orphanhood from orphanhood due
to other causes. However, because young adult death
was stable or falling in most countries for some years
before the arrival of HIV, we can reasonably assume
that the bulk of any rise in orphanhood over baseline
levels is attributable to HIV.

Orphans may be more mobile than other children. Those
most in need of care may be in child-headed households
that do not qualify for inclusion in a household survey.
Street children living in orphanages will also be missed.
Households with AIDS-related deaths often completely
disintegrate following the death of heads, and children
are sent to live with relatives in the same or another
area. Using a household survey and asking about
whether the parents are still alive will help alleviate the
primary household disintegration issue.

Definitions of orphanhood differ among countries. For
example, in some countries, the legal definition includes
all children under 18 who have lost either or both par-
ents, whereas in others it includes all children under 15
who have lost their mother. We suggest that the stan-
dard definition given in this indicator allow for com-
parison across populations. However, countries may also
wish to compile an indicator based on their own na-
tional definition of orphanhood. The methodology for
constructing the indicator remains unchanged.



Existence of a safe motherhood strategic or operational plan to promote
access and/or quality of safe motherhood services

Maternal Neonatal Program Index (MNPI)
Number of facilities per 500,000 providing essential obstetric functions

Percent of facilities that conduct case review/audits into maternal death/
near miss

Percent of pregnant women attending antenatal clinics screened for syphi-
lis

Percent of women with obstetrical complications treated within two hours
at a health facility

Cesarean sections as a percent of all live births
Case fatality rate (CFR) — all complications

Percent of audience that know three primary warning/danger signs of ob-
stetric complications

Percent of women attended at least once during pregnancy for reasons
related to the pregnancy

Percent of women who were given or purchased malaria prophylaxis/treat-
ment during their most recent pregnancy

Percent of pregnant women who receive antihelminthic treatment during
pregnancy

Percent of births attended by skilled health personnel

Percent of women attended during the postpartum period by skilled per-
sonnel

Maternal mortality ratio (MMR)
Met need for essential obstetric care (EOC)



The inauguration of the Safe Motherhood Initiative in
Kenya in 1987 marked the beginning of concerted in-
ternational efforts to reduce maternal mortality. Since
that time, reducing maternal mortality has continued to
be the goal of many international health programs. In-
ternational efforts aim to achieve a 75 percent reduc-
tion in maternal mortality ratios between 1990 and 2015
(WHO, 2001c).

Although safer motherhood has remained high on the
political agenda, the scope of what constitutes safer
motherhood has changed considerably over the past 13
years. A major factor has been the incorporation of a
human rights approach into the definition of Safe Moth-
erhood following the agenda set at the International
Conference on Population and Development (ICPD).
By defining maternal death as social injustice, programs
for “Safer Motherhood” are able to invoke a much
broader range of political, social, and economic initia-
tives than was previously possible (UNFPA et al., 1997).

Policies and strategies to achieve safe motherhood have
also changed as knowledge and understanding about the
determinants of maternal health have become clearer.
Major new policy initiatives based on the lessons learned
after the first decade were condensed into a series of
ten action messages or “Priorities for the Next Decade”
by an international panel of experts in Sri Lanka in 1997
(UNFPA et al., 1997). Two of these lessons warrant
particular mention because of their subsequent role in
redefining safe motherhood policy and strategy.

The first of these — that the difficulty of predicting com-
plications means that “every pregnancy faces a risk” —
has shifted the emphasis from targeting women “at risk”
towards providing universal access to care. With the
understanding that maternal survival is an issue of ac-
cess to health infrastructure and timely emergency care,
current program efforts have redirected towards pro-
viding all women with a basic “minimum package” of
services. At the first-referral level, basic essential ob-
stetric care (BEOC), should include services for a nor-
mal pregnancy as well as the early detection and man-
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agement of complications. The provision of surgery and
blood transfusion should be made available at the sec-
ondary level in comprehensive essential obstetric care
(CEOC) facilities (UNICEF, WHO, and UNFPA, 1997).

The second lesson — that the strategy of training tradi-
tional birth attendants (TBAs) with limited midwifery
skills has not reduced maternal mortality — underlies
the current global initiative to increase the proportion
of deliveries that take place with a skilled birth atten-
dant (Berer and Ravindran, 2001; Graham and Bell,
2000).! The assumption behind this approach is that a
skilled attendant (a doctor, midwife, or nurse with mid-
wifery skills) with a higher level of training and exper-
tise should be able to manage and refer pregnancy com-
plications more effectively and hence should reduce
maternal deaths. Because the majority of both mater-
nal and newborn deaths occur between the onset of la-
bor and the early postnatal period, ensuring the pres-
ence of a skilled attendant at birth is widely seen as the
single most critical intervention for reducing both ma-
ternal and newborn mortality (Graham, 2001).

Over the past 13 years, many other new priorities and
challenges have also emerged that need to be addressed
under the safe motherhood umbrella. Foremost among
these is the HIV/AIDS pandemic, which in some Afri-
can countries affects up to 30 percent of antenatal pa-
tients and which urgently require major new interven-
tions (Berer and Ravindran, 2001). Another major de-
velopment is the increasing focus on newborn care.
Awareness that relatively simple interventions both be-
fore and after birth may substantially reduce the esti-
mated eight million perinatal and neonatal deaths has
given rise to many more programs that target improv-
ing newborn survival. For further discussion of new-
born care, see Part IILLE.

! The term “skilled attendant” refers exclusively to people
with midwifery skills (for example, doctors, midwives, nurses)
who have been trained to proficiency in the skills necessary
to manage normal deliveries and to diagnose or refer obstetric
complications (WHO, 1999b.).
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In 1992, WHO, UNICEF, UNFPA, and the MotherCare
Project began to advocate using program-level indica-
tors? to measure aspects of facility care, such as the qual-
ity of services, women’s access to services, and women’s
utilization of those services. Program-level indicators
have several advantages over population-based mea-
sures. They can be used for short term monitoring; they
provide suitable information for local management de-
cision making; and they can be derived from existing
data at low cost. Several indicators suggested by these
groups are included in this manual. Until recently, ex-
perience with using these indicators has been limited,
but many countries are now currently carrying out needs
assessments and program monitoring using these indi-
cators. The number of publications describing the
strength and limitations of the indicators is growing
(Bailey et al., 2001; Pathak et al., 2001; Ronsmans et
al., 1999)

Conceptual Model

Several different models or frameworks exist to help
program managers and communities understand the de-
terminants of maternal mortality (Campbell etal., 1997;
McCarthy and Maine, 1992; Thaddeus and Maine, 1994;
Koblinsky et al., 2000). The “Three Delays Model” iden-
tifies the points at which delays can occur in the man-
agement of obstetric complications at the community
and facility level.
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The first “delay” (the delay in deciding to seek care)
may relate to a number of factors, including the lack of
knowledge about obstetric danger signs, community
perception of poor quality facility care, or the lack of
health services availability which increases the oppor-
tunity costs and therefore reduces the likelihood of care
seeking.

The second “delay” (the delay in identifying and reach-
ing a medical facility) relates to the geographical prox-
imity and accessibility of health services, and includes
factors such as the availability of transportation.

The third “delay” (delay in receiving appropriate care
at health facilities) is related to factors in the health
facility, including the availability of staff, equipment,
and resources as well as the quality and (in some cases)
the cost of services.

Indicators for measuring aspects of each of these de-
lays can be found in the following section as well as in
other parts of the Compendium.

2 Examples include met need and unmet need for obstetric
care, the cesarean section rate, percentage of women with a
trained assistant at delivery, and place of delivery (as measures
of women’s access to and utilization of services), and the case
fatality rate and referral rate (for quality of care).



Figure I11.D.1 The Three Delays Model

Factors Affecting
Utilization & Outcome

Phases of Delay

- ) Phase I:
Socioeconomic/ > Deciding to Seek Care
Cultural Factors &

— Phase II:
Acc;essabﬂﬁy of > Identifying and Reaching
actlities Medical Facility

. > Phase III:
Quality of Care Receiving Adequate &
Appropriate Treatment

Source: Thaddeus and Maine, 1994

Methodological Challenges of Evaluating Maternal
Health Interventions

In addition to the changes in the definition, policies,
and strategies as well as the emergence of new public
health problems that drive the need for an increasingly
wide range of indicators, monitoring and evaluating safe
motherhood programs pose a number of inherent meth-
odological challenges. These include, but are not lim-
ited to, the following issues.

e Maternal mortality is difficult to measure, and
estimates of maternal mortality should not be
used for monitoring purposes.

Maternal mortality estimates are valuable for advocacy
purposes because they directly measure progress to-
wards the goal of reducing maternal mortality. Mortal-
ity estimates do, however, have a number of inherent
methodological weaknesses that limit their use for moni-
toring purposes; they are costly, they do not explain the
causes of maternal deaths, and they cannot detect short-
term change (Graham, 2001).

Few developing countries have registration systems with
sufficiently wide coverage to provide accurate national

estimates of maternal mortality. Alternative approaches
to deriving estimates, such as surveys and the sister-
hood method, also have limitations in that the estimates
are relatively imprecise and relate to periods several
years before the survey. Even in countries where the
maternal mortality is high, maternal deaths are rare
events; therefore, surveys are very costly because of
the need for large sample sizes to provide a statistically
reliable estimate. The wide confidence limits on the
estimate also make it very difficult, if not impossible,
to assess whether change has occurred over time. For
these reasons, maternal mortality estimates, if required,
should be measured only infrequently (e.g., once a de-
cade), and program-level indicators that measure the
availability, use, and quality of care are recommended
for monitoring purposes (AbouZahr, 1999).

e Maternal morbidity is difficult to define, inter-
pret, and measure.

Maternal morbidity is much more common than mater-
nal death; thus, the prevalence of maternal morbidity
provides a conceptually appealing alternative outcome
to measure. Moreover, relatively little is known about
the burden of reproductive morbidity; more work is
needed to explore the dimensions and determinants of
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the problem as well as to evaluate the effectiveness of
interventions (UNFPA et al., 1997).

The link between morbidity and mortality is not straight-
forward. Safe motherhood interventions primarily of-
fer secondary prevention; that is, they prevent deaths
from complications rather than preventing the compli-
cations themselves. Furthermore, unlike death, which
has a very defined outcome, measures of morbidity are
difficult to define and thus to measure. Even persons
with medical training may misclassify complications;
consequently, generating any meaningful comparative
measures is difficult (Fortney and Smith, 1999).

e Qutcomes need to be measured for two individu-
als, the mother and baby.

Safe motherhood programs need to consider the out-
comes for two individuals: the mother and baby. Under
most circumstances interventions that benefit or harm
the mother similarly affect the baby and vice versa. Some
exceptions are notable. For example, a cesarean sec-
tion for fetal distress may be critical to ensure a good
neonatal outcome but may more negatively influence
the mother’s health than a normal vaginal delivery will.

e The provision of appropriate maternity care is a
complex process that requires multiple indica-
tors to monitor.

Unlike most areas of public health, providing appropri-
ate maternity care is a complex process that involves a
wide range of preventive, curative, and emergency ser-
vices as well as several different levels of care (from
the community to the facility and beyond). The occur-
rence of an emergency sets into motion a complex chain
of events to ensure that a woman receives adequate care.
First, the family needs to recognize the problem and be
able to access the appropriate services. Second, the
equipment, supplies and medicines must be available
at the facility to enable the care provider to make the
correct diagnosis and to provide appropriate treatment
promptly. If definitive care cannot be provided at the
first level, then transport needs to be available quickly
to take the woman to a higher level of care that must
also deliver the appropriate services. Problems at any
one of these stages may mean that the woman receives
substandard care, which may be of critical importance
in determining the outcome. From a program perspec-
tive, a series of indicators is required to reveal whether
a problem occurs on the “demand” or “supply” side of
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the equation, and hence, whether the interventions need
to address community mobilization, behavior change,
health system performance, or a combination of these
factors.

e Interpreting whether outcomes are attributable
to program interventions is difficult, because
most interventions consist of “bundled” services.

Demonstrating change as a result of a safe motherhood
program is difficult because programs usually provide
a package of care to communities rather than providing
one single intervention. Therefore, such programs do
not lend themselves easily to two common experimen-
tal designs: randomized control trials or cluster random-
ized community-based trials. Many programs adopt “be-
fore-after” designs for evaluation purposes that can dem-
onstrate “plausible association” but that fall short of
determining causality (UNFPA et al., 1997).

The Selection of Indicators

The indicators in this section of the Compendium are
intended mainly for use at the national level or in the
context of large-scale programs. However, many can
serve in a much wider monitoring and evaluation con-
text. A small expert group currently working in moni-
toring and evaluation of safe motherhood/newborn
health programs selected these indicators in wide con-
sultation with other experts working in the field of ma-
ternal health on the basis that they:

e Are widely used by international organizations
or ministries of health;

e Have a relatively strong link to health or mor-
tality outcomes; and

o Will likely provide valid comparisons at a na-
tional and international level.

Not all indicators included in this section are equally
strong or provide the same quality of information. Cer-
tain indicators (for example, Percent of Pregnant
Women Attending Antenatal Clinics Screened for
Syphilis) are included because of the potential impor-
tance of the information, even though the feasibility of
collecting valid information at a national level may be
low. At least one indicator is included to represent each
element of the proposed safe motherhood framework
(see Figure III.D.1), and under some headings, no
“strong” indicators were available. In addition, the pro-
gram-level indicators are included because they are now



used rather widely, and they provide useful informa-
tion about local planning and decision-making. How-
ever, several are clearly not intended for national level
use.

The indicators included in this section focus on a rather
narrow definition of safe motherhood; they do not ad-
dress related issues of HIV/AIDS, STIs, or nutritional
status, even though these factors clearly have a profound
impact on maternal and newborn health outcomes. Pri-
ority is given to those indicators currently in use to moni-
tor safe motherhood programs and those most closely
related to maternal outcome. Although we recognize
the close links between safe motherhood and these other
areas of reproductive health, indicators in these related
areas appear in their respective sections.

Ideally, those working in safe motherhood will eventu-
ally arrive at a consensus as to which indicators should
serve for national monitoring of safe motherhood pro-
grams, as has been achieved for monitoring national
AIDS programs (UNAIDS, 2000). The indicators in this
section represent one step toward such consensus. How-
ever, programs need to develop their own set of indica-
tors according to the objectives of the program and the
interventions designed to achieve those objectives.
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Indicator

EXISTENCE OF A SAFE MOTHERHOOD STRATEGIC OR OPERATIONAL PLAN

TO PROMOTE ACCESS AND/OR QUALITY OF SAFE MOTHERHOOD SERVICES

Definition

The degree of explicit support for access to and/or qual-
ity of safe motherhood programs on the part of the gov-
ernment and other bodies, including service delivery
organizations

Most, but not all, developing countries now have some
national FP/RH law, policy, or strategy in place. Safe
motherhood policies and plans may be separate from or
included within the larger RH policies or strategic plans.

Data Requirements

This qualitative indicator is based on the existence of a
safe motherhood plan. Evaluators assign a “yes” value
if a strategic or implementation plan exists. Sometimes
safe motherhood strategies are incorporated into repro-
ductive health or maternal and child health implemen-
tation plans; thus, evaluators should assess these plans
to determine if the objectives and corresponding strate-
gies adequately address safe motherhood.

Evidence of an approved plan for safe motherhood with
evidence for approval (or submission for approval). In
addition, supporting documentation should include the
plan, where and by whom it was issued or published,
and how the plan promotes access and/or improves the
quality of safe motherhood services.

Data Source(s)

Documents from the government organization desig-
nated as responsible for coordinating safe motherhood
or reproductive health. Content analysis of the plan
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document should determine whether the plan: (1) de-
fines the objectives of the country’s safe motherhood
program; (2) defines a clear strategy for attaining these
objectives; (3) establishes an organizational structure
for the program which is consistent with the strategy
and which covers both public and private sectors, in-
cluding women’s groups; and (4) estimates and projects
the resources required to implement the strategy, and
specifies how these resources are to be secured.

Purpose and Issues

This indicator measures the degree of explicit support
for access to and/or quality of safe motherhood pro-
grams on the part of the government and other bodies,
including service delivery organizations. This indica-
tor tells us if policy is translated into a strategic or imple-
mentation plan. Its purpose is to measure whether the
safe motherhood or pregnancy program has developed
a clear view of its mission and objectives and the strat-
egies for attaining them. Strategic implementation plan-
ning at the national level requires the participation of
various government ministries or departments, includ-
ing the health, finance, planning, information, educa-
tion, interior ministries, as well as important private
groups (NGOs and commercial establishments),
women’s groups, and religious and civic organizations.



Indicator

MATERNAL NEONATAL PROGRAM INDEX (MNPI)

Definition

This indicator is a score (ranging from 0-100) that mea-
sures the strength of the national maternal and neonatal
health program of a given country based on five main
areas: policy and support services, facility capacity, ac-
cess to services, care received, and family planning. The
five main areas cover 13 components:

Capacities of health centers;
Capacities of district hospitals;
Percent of women with access;
Care at antenatal visits;

Care at delivery;

Care for newborns;

Family planning at health centers;
Family planning at district hospitals;
Policies toward safe pregnancy;
Resources;

Information, education;

Training; and

Monitoring and evaluation.

Within each component, the researcher averages items
to produce a component score, and converts these scores
to a 0-100 scale. The index also yields a total score,
which is simply the mean for the 13 components with
equal weight for each component (Bulatao and Ross,
2000).

Data Requirements

Responses to a detailed questionnaire composed of 81
items from selected key informants (experts from Min-
istries of Health, medical schools and universities, non-
governmental and community organizations, and do-
nors). Besides rating current program adequacy, ex-
perts rate each item on the questionnaire as of three
years prior to the survey.

Data Source(s)
The MNPI questionnaire completed by 10-25 individu-
als per country.

Purpose and Issues

The purpose of the MNPI is to assess the strength of a
national maternal and neonatal program and measure
changes over time. More specifically, the MNPI is in-
tended to measure the effort put into reducing the ma-
ternal/neonatal mortality and morbidity in a given coun-
try. The index is designed to assess only the program
inputs, processes, and outputs as they relate to the “sup-
ply” or program side of the conceptual framework (Ross,
Campbell and Bulatao, 1999). The MNPI also provides
a measure by which to make cross-country and regional
comparisons. The MNPI is not designed to provide a
single measure of the quality of maternal care; rather, it
provides many measures that collectively define a broad
standard programs should meet (Bulatao and Ross,
2000).

The MNPI instrument relies on expert judgments, rep-
licating an approach used in family planning and HIV/
AIDS. (See Family Planning Program Effort Index
and AIDS Program Effort Index (API) in Parts I11.B
and II1.C, respectively.) Standards, however, are ulti-
mately subjective, resting on the knowledge and exper-
tise of the raters, who are different in each country.
Whereas the data collection protocol calls for using rat-
ers with varying backgrounds (at least ten per country),
validating their ratings is difficult (Ross, Campbell and
Bulatao, 1999).

Another limitation is the difficulty of correlating the
index closely to a reduction in maternal mortality, largely
because maternal mortality levels are hard to determine
accurately (Bulatao and Ross, 2001).
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Indicator

NUMBER OF FAcILITIES PER 500,000 PROVIDING ESSENTIAL

OBssTETRIC FUNCTIONS?

Definition

The number of facilities providing essential or emer-
gency obstetric signal functions per 500,000 popula-
tion

Essential obstetric signal functions are defined as:

Administration of parenteral antibiotics;
Administration of parenteral oxytocic drugs;

¢ Administration of parenteral anticonvulsants for
pregnancy induced hypertension;
Performance of manual removal of placenta;

e Performance of removal of retained products
(e.g., vacuum aspiration);

e Performance of assisted vaginal delivery (e.g.,
vacuum extraction, forceps);

e Performance of surgery (e.g., Cesarean section);
and

e Performance of blood transfusion.

Facilities are divided into those that provide “basic”
essential obstetric care (EOC) and “comprehensive”
EOC. If a facility has performed each of the first six
functions in the past three months, it qualifies as pro-
viding basic EOC. If it has provided all eight of the
functions, it qualifies as a “comprehensive” EOC facil-

1ty.

Data Requirements
Count of the facilities meeting the requirements for “ba-
sic” and “comprehensive” EOC

Data Sources

Facility surveys that examine medical records or ser-
vice statistics. Ideally, records should provide the es-
sential obstetric signal functions. Personal interviews
with knowledgeable staff who attend obstetric patients
are a second, albeit, potentially more biased source of
information than written records are.

Purpose and Issues

This indicator demonstrates the existence of life-sav-
ing obstetric care services. It distinguishes between “ba-
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sic” and “comprehensive” care services to emphasize
that maternal lives can be saved not only in hospitals
providing all the services listed above, but also at health
centers or smaller hospitals that do not.

The list is intentionally brief to facilitate assessment
and monitoring; it does not constitute the complete list
of services that either a basic or comprehensive EOC
facility should provide. Valuable services are omitted
in the definition of an EOC facility. For example, use
of anesthesia is not included, although assumed neces-
sary for obstetric surgery.

To qualify as providing quality services, a facility must
have a safe and secure blood bank with universally ac-
cepted screening tests and a supply of blood. Ideally,
the facility has the signal functions available 24 hours a
day, 7 days a week, at least in the comprehensive facili-
ties.

The causal link between maternal deaths and this indi-
cator, although logical, has not been demonstrated.
Clearly, EOC services must exist to save many women’s
lives.

This indicator is relatively easy to produce, but it should
reflect how facilities are actually functioning and not
how they are supposed to function. For example, pro-
viders may lack confidence in their skills and refer pa-
tients to a higher level, although they are otherwise
equipped to treat these patients.

Generally, facility-based assessments cover all the fa-
cilities in a specific area. Private facilities may be more
reluctant to collaborate than may public facilities. Also,
samples of facilities generalizable to a national level
such as the Service Provision Assessment (SPA) are pos-
sible, but may not always include all the signal func-
tions listed above (MEASURE DHS+, 2000).

3 Much of the text for this indicator comes from Maine,
McCarthy, and Ward, 1992 and UNICEF, WHO, and UNFPA,
1997.



This indicator should respond to changes within a fairly
short period of time (e.g., 6-12 months).

Generally, this indicator applies to a large region or
country. UNICEF/WHO/UNFPA recommend (as a mini-
mum acceptable level for every 500,000 population) one
or more facilities providing comprehensive EOC and
four or more facilities providing basic EOC. If areas
fall short of this overall minimum level, they may up-
grade existing facilities and/or build new ones. If the
minimum level is met, evaluators should study the geo-
graphical distribution by looking at smaller divisions
of the population. National summary measures may hide
important sub-national disparities. Disaggregation by
geographic (urban/rural) and by administrative (pub-
lic/private) divisions is recommended (Bertrand and
Tsui, 1995).

The use of this indicator in a wide variety of countries
has alerted us to at least three difficulties in its applica-
tion. First, where geographical terrain is particularly
challenging and transportation is precarious (such as in
the mountains of Nepal or Bhutan), the ratio of facili-
ties to population may require adjustment for local use.
Second, the reference period for assessing whether a
signal function or procedure has been performed is gen-
erally three months, but when patient volume is low,

one or more of the signal functions may not be per-
formed, because an occasion did not present itself, not
for lack of infrastructure or provider skills. Finally, a
third situation concerns normative medical practice that
fails to include one of the procedures, for example, as-
sisted vaginal delivery. In some countries, vacuum ex-
traction or a forceps delivery is no longer taught to medi-
cal students or midwives and only a few older provid-
ers are experienced at performing these procedures.

To solve these problems, one may consider preparing
the indicator in several ways. But, to compare facili-
ties across space and time effectively, we recommend
maintaining the original operational definitions of these
ratios. Evaluators should well document alternative cal-
culations, and should report the adjusted ratio of popu-
lation to facility; the length of the new reference pe-
riod, (if it is extended); the way a category of “poten-
tial” basic EOC was created (if a procedure is generally
performed, but during the study period was not); or the
way country-specific criteria were established (if the
criteria omits a particular signal function).

Evaluators can also calculate the “number of EOC fa-

cilities” for smaller geographical areas to show the dis-
tribution of EOC facilities at a sub-national level.
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Indicator

PERCENT OF FaAcILITIES THAT ConpucT CASE REVIEW/

AUDITS INTO MATERNAL DEATH/NEAR MISS

Definition
The number of facilities that conduct case review/au-
dits into maternal death/near miss

This indicator is calculated as:

# of facilities conducting case review/
audits into maternal death/near miss
# of facilities at the appropriate level*

x 100

* Certain facilities will be too small to conduct their
own audits, but may participate in established proce-
dures.

Case review refers to a detailed review of the manage-
ment of a particular patient or “clinical case.”

An audit is the systematic and critical analysis of the
quality of care. Audit differs from case review because
it looks at the whole process of care and at conformity
with specified standards of care as part of an iterative
cycle of quality improvement (Graham et al., 2000). The
different types are as follows:

e Maternal death audits are detailed reviews of
the events leading up to a maternal death. The
audit may encompass record reviews and staff
reports or interviews as well as interviews of
relatives/community members;

e C(Criterion-based audits assess the quality of the
clinical management of obstetric complications
against defined standards of best practice;

e “Near-miss” audits are performed after the
occurrence of a life-threatening event in which
awoman is deemed to have nearly died. Criteria
for the definition of “near-miss” need clear
definitions. (Koblinsky et al., 2000).
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Data Requirements

Number of facilities conducting or participating in au-
dits of maternal death and near-miss cases; number of
facilities in a specific geographic area

Data Source(s)
Health-facility surveys; district health-management
team records

Purpose and Issues

Audit is one of many established mechanisms for im-
proving provider performance in developed countries,
and recent studies have shown that it also applies to
developing countries.

Evidence of the effectiveness of clinical audit varies,
partly because of the differing nature of the interven-
tions assessed (NHS Centre for Reviews and Dissemi-
nation, 1999).

This indicator may be collected as part of a facility sur-
vey (MEASURE DHS+, 2001), although most programs
will need to set up their own monitoring system for as-
sessing the coverage and quality of effective audit prac-
tices.

This indicator measures only the proportion of facili-
ties conducting audit or case reviews and does not mea-
sure the quality or the impact of the review process.
Although case reviews are a routine part of many facil-
ity activities, effective audit is not. For this reason, pro-
grams may want to collect complementary information
on the quality and effectiveness of the process.

In most cases, smaller facilities will find it impractical
to conduct their own audit or case reviews. Staff repre-
sentatives from these facilities, however, should par-
ticipate in the audit cycles of larger facilities or dis-
tricts.



Indicator

PERCENT OF PREGNANT WOMEN ATTENDING ANTENATAL

CLINICS SCREENED FOR SYPHILIS

Definition
The percent of pregnant women attending antenatal care
screened for syphilis

This indicator is calculated as:

# of pregnant women attending
antenatal clinics screened for syphilis
# of pregnant women attending
antenatal clinics

x 100

This indicator is usually calculated for women attend-
ing for their first antenatal visit but may also be col-
lected after delivery.

The most common screening tests for syphilis include
rapid plasma reagin (RPR) and venereal disease refer-
ence laboratory (VDRL) blood tests.

Data Requirements

The number of women attending antenatal clinics dur-
ing a reference period (e.g., one year) who were screened
for syphilis; the number of women attending the same
antenatal clinics during the same reference period

Data Source(s)

Clinic registries (data on first visit) or individual pre-
natal records (individual ANC records/cards after births
or immediately postpartum)

Health facility exit interviews and provider observations
are useful for evaluation purposes but not for ongoing
monitoring.

Purpose and Issues

The purpose of this indicator is to measure the extent to
which ANC clients are screened for syphilis. Since all
women attending for ANC should be screened for syphi-
lis at least once during pregnancy, the measure can also
potentially serve as a proxy measure of the quality of

antenatal care services (UNFPA, 1998a). Furthermore,
when an explicit standard exists that all women should
be tested at least once during pregnancy, the indicator
may also be used as a benchmark to audit provider (or
system) performance against compliance with local
screening policy.

Syphilis infection is a major cause of maternal morbid-
ity and perinatal morbidity and mortality in the devel-
oping world. For many African countries, reported
prevalence of syphilis among pregnant women at senti-
nel surveillance sites ranges between 10-15 percent, with
over half these pregnancies resulting in an adverse out-
come, such as abortion, stillbirth, low birth weight, pre-
mature delivery, or congenital infection (WHO, 1991b).
Because adverse outcomes from syphilis are prevent-
able, and screening and treatment in pregnancy are
highly cost effective, many countries have adopted uni-
versal syphilis screening for pregnant women as a na-
tional policy (Gloyd, Chai, and Mercer, 2001).

Screening programs by themselves cannot help reduce
the adverse outcomes associated with syphilis and must
be linked to efforts to increase ANC coverage and to
improve follow up and treatment of women and their
partners who test positive.

Researchers may routinely collect data to calculate this
indicator if antenatal clinic registries record completed
syphilis screening. Most often, however, the informa-
tion is collected in the context of special surveys that
review the antenatal clinic cards of women who have
had a recent birth. Researchers may conduct these sur-
veys in facilities or in the community, if women keep
their antenatal cards.

Health facility exit interviews and provider observations
(MEASURE DHS+, 2001; WHO, 1998a) may provide
a baseline measure for evaluation purposes, but are lim-
ited because they assess women who have not yet com-
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pleted antenatal care and who theoretically could still
be tested (MEASURE DHS+, 2001; WHO, 1998a).

The percentage of women screened for syphilis should
respond quickly to changes in provider practice, par-
ticularly if the indicator is used in a local audit of facil-
ity quality of care.

This indicator is a facility-based measure and does not
represent the general population, particularly when ANC
coverage is low. In addition, where the indicator is ob-
tained by record review, the validity of the findings de-
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pends on the quality and completeness of the data. In-
complete data recording may also further indicate low
service quality.

Adequate syphilis screening does not equate with ad-
equate syphilis treatment, because studies show that
despite effective screening, inadequate treatment can
be an important cause of preventable perinatal death.
In high prevalence areas, even when syphilis testing is
theoretically universal, most women are not tested
(Gloyd, Chai, and Mercer, 2001).



Indicator

PERCENT OF WOMEN WITH OBSTETRICAL COMPLICATIONS

TREATED WITHIN TWO HOURS AT A HEALTH FACILITY

Definition:

The percent of women with obstetric complications who
are treated within two hours of admittance to a health
facility measured during a given reference period

Obstetric complications include:
¢ Hemorrhage: antepartum, intrapartum or post-
partum;
Prolonged/obstructed labor;
Postpartum sepsis;
Complications of abortion;
Pre-eclampsia/eclampsia;
Ectopic pregnancy; and
Ruptured uterus.

Treatment for obstetric complications depends on the
complication and local protocols for treatment.

This indicator is calculated as:

# of women with obstetric complications
treated within 2 hours of admittance to a
health facility

# of women admitted at a health

facility with obstetric complications

x 100

Data Requirements

Numerator: date and time of admission; date and time
of treatment/delivery; total number of women admitted
with complications and their diagnosis at the time of
admission; and information on the time and nature of
treatment given

Denominator: number of women admitted to the health
facility with obstetric complications

Data Source(s)

All registers that record where women are admitted to a
facility (e.g., labor ward register, antenatal, emergency
room or postnatal ward register); registers that record
where definitive treatment is administered (e.g., oper-

ating theatre register, specific complications registers);
case records

Purpose and Issues

The purpose of this indicator is to provide a measure of
the quality of maternity care, because maternal mortal-
ity is directly related to the effectiveness and timelines
of treatment for emergency complications (Koblinsky,
et al., 1995).

This indicator is most appropriate at a facility level for
those facilities interested in auditing their own care prac-
tice. It is less suitable for comparison purposes across
facilities because of variation in the services provided
and in case mix at different facilities as well as varia-
tions in the definitions of the indicator.

Information required to construct the indicator should
be available directly from facility registers and case
notes. The lack of certain information may signal sub-
optimal care/management. The feasibility of the indi-
cator also critically depends on standard definitions of
admission-to-treatment-time-interval (ATTI) for each
obstetric complication. For example, does admission
time mean time of first arrival at the hospital, time seen
by the admissions clerk, or something else? What is
the treatment time for an obstetric hemorrhage? Is it
when an intravenous drip is inserted, when a blood trans-
fusion starts, when an oxytoxic is given, or when the
hemorrhage stops?

This indicator should respond rapidly to changes in staff
or facility administration practice. Early rapid response
may simply be due to a Hawthorne effect (i.e., apparent
improvement simply because of an observation taking
place), but this type of improvement will not be sus-
tained. To maintain improvement, programs should
regularly audit ATTI. Better still, ATTI could be incor-
porated into routine management practice (e.g., dis-
cussed routinely in all case reviews). (See indicator,
Percent of Facilities that Conduct Case Reviews/
Audits into Maternal Death/Near Miss).
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This type of indicator has several ambiguities and defi-
ciencies, as follows:

288

The recording of the actual admission time may
be seriously delayed if the facility lacks a tri-
age system, and women must wait a long time
on first arriving at the facility;

The ATTI should be reviewed for all women
developing obstetric complications. If the ad-
missions register serves as the sampling frame
to identify women with complications, then the
register will exclude those women who had a
complication but whose diagnosis was missed
at the time of admission;

The severity of the complication and hence the
need for rapid treatment may be difficult to as-
certain retrospectively for all cases (a further
reason for facilities to set their own realistic
standards);

e The indicator fails to capture the timeliness of
treatment for those women who develop com-
plications while in the hospital;

e Women who arrive at the hospital, but who are
not admitted for a variety of reasons (e.g., they
cannot afford the treatment), will be omitted
from both the numerator and denominator. This
omission may be a potentially important source
of bias if poorer patients have a disproportion-
ately high complication rate; and

e The indicator does not measure the appropri-
ateness of the type of treatment given.

Because of these limitations, evaluators can best mea-
sure ATTI in combination with other indicators or ap-
proaches that measure complementary aspects of the
quality of care, for example in the context of care re-
views or near-miss audits.



Indicator

CESAREAN SECTIONS AS A PERCENT OF ALL LIVE BIRTHS

Definition

The percent of pregnant women who have a cesarean
section in a specific geographical area and reference
period

This indicator is calculated as:

# of cesarean sections performed x 100

# of live births

Data Requirements

The number of cesarean sections performed in a de-
fined population during a reference period; total num-
ber of live births in the same reference period

Data Source(s)

Numerator: clinical registries for data in a given geo-
graphical area on the number of C-sections performed;
estimates of the number of births in that area; and popu-
lation-based surveys for self-reported C-sections only

Denominator: all live births during the reference pe-
riod. Where data on the numbers of live births are ab-
sent, evaluators can calculate total estimated live births
using census data for the total population and crude birth
rates in a specified area. Total expected births = popu-
lation x crude birth rate.

Household demographic surveys often produce national
and disaggregated estimates of the self-reported C-sec-
tion rate.

Purpose and Issues

This indicator demonstrates the extent to which a par-
ticular life-saving obstetric service is being performed
in EOC facilities. It reflects the accessibility and utili-
zation of services as well as the functioning of the health
service system. The appropriate use of a cesarean sec-
tion leads to a decrease in maternal mortality and mor-
bidity, as well as a decrease in perinatal morbidity and
mortality. While cesarean sections may be performed
solely for the health of the fetus or newborn, in devel-

oping countries the vast majority relate to maternal in-
dications.

Many of the major pre- and intrapartum causes of ma-
ternal mortality and morbidity require the use of this
procedure to save the woman’s life or to prevent seri-
ous morbidity.

Of all the procedures used to treat the major obstetric
complications, C-sections may be the easiest to study
because record-keeping for C-sections is more reliable
than that for other procedures or obstetric complica-
tions (MotherCare, 2000b; UNICEF, WHO, UNFPA,
1997). However, it is critical that evaluators include in-
formation for all facilities performing C-sections in the
area under study in the numerator.

Changes in the ability of the health care system to pro-
vide cesarean sections can have an impact within six to
nine months.

UNICEF/WHO/UNFPA recommend a C-section rate
between 5 and 15 percent of all births, based on esti-
mates from a variety of sources. Rates less than 5 per-
cent may indicate inadequate availability and/or access
to EOC. Rates above 15 percent suggest overuse of the
procedure for non-emergency reasons. Excessive use
unnecessarily exposes women to anesthesia and surgery
with their concomitant risks. Moreover, it drains scarce
health-care resources. Most of the countries with ex-
cessively high C-section rates are also highly litigious
societies such as the United States, where 22 percent of
all births are cesareans (Lancet, 2000). However, Bra-
zil has a rate of at least 36 percent of all live births
(BEMFAM and Macro International, 1997).

Disaggregation of the rate allows one to evaluate ac-
cess to the procedure. Rates are often inconsistent be-
tween urban and rural environments, public or private
sectors, different payment schemes, or across regions.
Thus, sub-national estimates are encouraged (Maine,
McCarthy, and Ward, 1992).
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Crude birth rates produce estimates of live births only,
whereas some cesarean sections are performed on preg-
nancies that result in stillbirths. If the number of C-sec-
tions performed for stillbirths is low, the use of live
births should be acceptable as the denominator.

An alternative indicator, the proportion of facility de-
liveries that are C-sections, will vary by the case mix of
patients and will be biased by referral patterns of women
with complications requiring the procedure. Specify-
ing an appropriate range of target percentages within a
facility is impractical.
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The procedure of cesarean section usually occurs at the
end of a complex series of events, possibly including
pre-existing and pregnancy-specific medical factors,
identification of complications, transportation to health-
care facilities and availability of necessary technology.
When using this indicator, managers and evaluators may
also want to employ more in-depth techniques, such as
case audits, to investigate what clinical indicators are
being used for cesarean section and if the appropriate
women are receiving this service. By itself, the indica-
tor reveals nothing about the appropriateness of the pro-
cedure.



Indicator

Cask FataLity RATE (CFR) — ALL COMPLICATIONS?

Definition
The proportion of women with major obstetric compli-
cations who die in a facility within a reference period

This indicator is calculated as:

# of deaths from specified obstetric
complications in a facility

# of women with specified obstetric
complications attended in the facility

x 100

Where deaths from the following complications are in-
cluded:

e Hemorrhage: antepartum, intrapartum or post-
partum;

Prolonged/obstructed labor;

Postpartum sepsis;

Complications of abortion;
Pre-eclampsia/eclampsia;

Ectopic pregnancy; and

Ruptured uterus.

All cases in the numerator also appear in the denomina-
tor. All complications specified in the list above ap-
pear in both the numerator and denominator. By defini-
tion, a CFR is cause-specific, but in this case, a single
facility may only see a small number of women with
any one complication.

Data Requirements

The number of deaths from the specified complications
in the facility during the specified time period; the num-
ber of women diagnosed with one or more of these com-
plications attended at the EOC facility during the speci-
fied time period

Data Sources
Facility records

Purpose and Issues

This indicator measures facility performance, in par-
ticular, quality and promptness of care. It is most useful
when comparisons are made over time for the same fa-
cility. It is not useful for comparisons across facilities
of different types because of variations in the charac-
teristics of the client populations and in the services
provided by the facilities. Women with more severe
complications are more likely to present at referral hos-
pitals, whereas women with less severe complications
may access district hospitals or health centers
(MotherCare, 2000a). Even comparisons among “same
level” or “like” facilities may be difficult to interpret,
as the population profile can vary dramatically because
of socio-cultural factors or other circumstances outside
the control of the health sector, such as transportation
and road systems.

The CFR has an extremely strong causal link to mater-
nal mortality at the facility level. Its relationship to ma-
ternal mortality in the general population depends on
the proportion of women with obstetric complications
who are managed in facilities. The higher the number
of these women managed in facilities is, the closer the
relationship between CFRs and the level of maternal
mortality in the general population (Bertrand and Tsui,
1995).

If the facility treats obstetric complications and collects
data on obstetric complications and maternal deaths,
this indicator is easy to calculate. Case fatality rate
should respond to changes within a fairly short period
of time (e.g., 6-12 months).

Whether a woman dies in the hospital will depend not
only on the quality and readiness of the hospital’s re-
sponse to a woman with an obstetric emergency, but

4 Much of the text for this indicator comes from Maine,
McCarthy, and Ward, 1992 and UNICEF, WHO, and UNFPA,
1997.
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also on her condition on admission to the hospital. Thus,
the hospital could function well and still have a high
CFR because women in need of EOC arrive in such
poor condition. Where a facility’s CFR is low, the qual-
ity of care is not necessarily high; instead, few women
with obstetric complications may use services. For these
reasons, one should have other indicators of quality of
care (e.g., the time interval between admission and treat-
ment for women with complications) or more in-depth
information on the woman’s status at admission (e.g.,
pulse, blood pressure, and temperature).

Finally, this indicator is helpful with the other four to
five “program-level” indicators that UNICEF/WHO/
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UNFPA recommend. For example, if the percentage of
all births in EOC facilities or met need is low, the CFR
may be relatively meaningless.

UNICEF/WHO/UNFPA recommend a maximum ac-
ceptable value for the indicator of less than 1 percent.
However, a study of US hospitals showed a CFR of 0.03
percent in 1978 (Petitti et al., 1982). Certainly, coun-
tries meeting even a level of 1 percent should strive to
reduce the rate.

Where the number of maternal deaths or complicated
cases is small, the CFR will not be sufficiently robust
to be meaningful. However, where the number of cases
is large, evaluators can calculate CFRs for individual
complications.



Indicator

PERCENT OF AUDIENCE THAT KNOW THREE PRIMARY

WARNING/DANGER SIGNS OF OBSTETRIC COMPLICATIONS

Definition
Community knowledge and awareness of the warning/
danger signs of obstetric complications

“Audience” is the intended population for the program
(e.g., pregnant women, husbands or other members of
the community who influence decisions about care seek-
ing at the time of delivery).

“Know” refers to the percentage who can spontaneously
name at least three primary warning signs of specific
obstetric complications, which in a wide range of set-
tings include:

Antepartum bleeding;

Labor >12 hours (obstructed labor);

Placenta retained > 1 hour;

Convulsions or fit or swelling of the hands or
face (pre-eclampsia/eclampsia); and

e Fever and vaginal discharge (puerperal
sepsis)[Filippi et al., 2000].

This indicator is calculated as:

# of audience who know at least three
warning/danger signs of obstetric
complications

Total # in the intended audience

x 100

Data Requirements

Number of the audience who can name at least three of
the warning signs of obstetric complications (listed
above); total population defined as the intended audi-
ence

Data Source(s)
Population-based surveys

Purpose and Issues

The purpose of this indicator is to assess community
knowledge and awareness of the warning/danger signs
of obstetric complications in order to plan and monitor
the impact of BCC initiatives at a community level.

Knowledge of the danger signs of obstetric complica-
tions is the essential first step in the appropriate and
timely referral to essential obstetric and newborn care
services (Perreira et al., 2001).

Improvement in knowledge of obstetric complications
is usually much smaller than improvements in other
health-education messages such as self care
(MotherCare, 2000a and 2000b).

Knowledge of the danger signs of an obstetric compli-
cation is only one aspect of obstetric-problem recogni-
tion at the community level. Knowledge about the se-
verity of an obstetric complication (i.e., knowing when
to take action) and knowledge about the appropriate life-
saving action for each complication are also important.
Moreover, adequate knowledge does not guarantee that
an individual will recognize a complication in practice.
Certain obstetric complications that evolve from a nor-
mal to an emergency state (e.g., postpartum hemorrhage)
may be particularly difficult to recognize. Care seeking
is also strongly influenced by cultural beliefs about the
etiology of an illness. These beliefs may more power-
fully influence an individual’s action than will his/her
recent knowledge of the appropriate action to take
(MotherCare, 2000a and 2000b).

Evaluators should combine knowledge of pregnancy
danger signs with other indicators measuring related as-
pects of knowledge and behavior to assess the real im-
pact of any BCC program. Complementary indicators
can include, for example, the percentage of the popula-
tion who know the location of emergency obstetric ser-
vices and the percentage of the population who intend
to use these services in the event of emergency (See
Part IL.F).

Indicators of knowledge of danger signs and related in-
dicators should be complemented by good quality for-
mative research and, where appropriate, qualitative
methodologies such as illness narratives (MotherCare,
2000a and 2000b).
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Gender Implications of this Indicator

Most maternal deaths are due to sudden and unex-
pected complications. To reduce the nearly 600,000
deaths occurring each year from largely prevent-
able causes, much effort has focused on training
health workers and pregnant women to recognize
danger signs so that serious complications are rec-
ognized soon enough to receive medical attention.
Few efforts have been made to educate men about
the risks of pregnancy, even though men often con-
trol decisions to seek medical attention and often
arrange and pay for transport to a health facility. If
men as well as women understood that all preg-
nancies carry some risk, complications would be
recognized and treated.




Indicator

PERCENT OF WOMEN ATTENDED AT LEAST ONCE DURING

PREGNANCY FOR REASONS RELATED TO THE PREGNANCY

Definition

The percent of women attended at least once during
pregnancy by skilled health personnel for reasons re-
lated to the pregnancy

This indicator is calculated as:

# of pregnant women attended by
skilled personnel at least once during
their pregnancy for reasons related to
the pregnancy

Total # of live births occurring within
the reference period

x 100

A skilled attendant is a professional care giver who pos-
sesses the knowledge and a defined set of cognitive and
practical skills enabling the individual to provide safe
and effective health care during childbirth to women
and their infants in the home, health center, and hospi-
tal settings. Skilled attendants include midwives, doc-
tors, and nurses with midwifery and life-saving skills®
(Inter-Agency Group for Safe Motherhood, 2000).

Data Requirements
Numbers of women who are seen by skilled personnel
during pregnancys; all live births in a reference period

The number of live births is a proxy for the numbers of
all women who need antenatal care (ANC). Evaluators
should include all births, but they usually use only live
births because of the difficulty in obtaining informa-
tion about non-live births (Graham and Filippi, 1994).

Where data on the numbers of live births are unavail-
able, evaluators can calculate total estimated live births
using census data for the total population and crude birth
rates in a specified area. Total expected births = popu-
lation x crude birth rate

Data Source(s)
Routine health services data, population-based surveys

Routine health service data typically lack information
on pregnancies or births that take place outside the pub-
lic health sector, for example in homes or private facili-
ties.

Purpose and Issues

The main purpose of an indicator of antenatal care is to
provide information on women’s use of antenatal care
services. ANC coverage provides a crude measure of
antenatal care utilization (Rooney, 1992), but it does
not capture the number and timing of visits, the reasons
for seeking care, the skills of the provider, or the qual-
ity of care received. Therefore, evaluators should not
infer that similar rates of ANC coverage mean similar
levels of care.

Although epidemiological studies tend to show an as-
sociation between improved maternal health outcome
and ANC, most fail to control for selection biases that
would positively influence the outcome (Villar and
Khan-Neelofur, 2000). The association between one
antenatal visit (with care provision of unknown qual-
ity) and maternal mortality is weak (WHO, 1999b).
However, women’s use of ANC is more strongly asso-
ciated with improved perinatal survival (McDonagh,
1996); therefore, measures of ANC coverage may have
a greater role in the monitoring and evaluation of pro-
grams addressing newborn health and survival (Graham
and Filippi, 1994).

This indicator is responsive to change in the short term.
Annual monitoring is only feasible when the data are
derived from routine data sources. For international
comparisons, periods of three to five years are prob-
ably sufficient. Evaluators should avoid frequent sur-
veys, because sampling error makes it difficult to as-
sess whether small changes are real or due to chance
variation.

5 A trained traditional birth attendant is NOT included in the
definition of skilled personnel
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For comparison purposes, one must know whether the
denominator used reflects all births, the most recent
birth, or all women. A birth-based analysis represents
all births in the survey period but over-represents women
who have more than one birth. Women with more than
one birth are also more likely to have other risk factors,
such as high parity and lower rates of health services
use. Hence, ANC coverage is likely be lower using a
birth-based estimate than a woman-based estimate, and
this difference will be greater the longer the survey pe-
riod used. One can obtain a women-based estimate by
using ANC coverage for the most recent birth (Graham
and Filippi, 1994); this format is now used in DHS re-
ports. Because programs target women, using a woman-
based denominator may be conceptually more appeal-
ing to program managers. However, a birth-based analy-
sis for all births (live births and stillbirths) is essential
for determining the impact of ANC on pregnancy out-
comes.

Differences in the categorization of skilled personnel,
in particular whether auxiliary staff or traditional birth
attendants (TBA) have been included, may also account
for discrepancies between countries. In practice, most
large surveys now use the standard WHO definition of
skilled health personnel.

Discrepancies may arise because the estimate relates
either to all antenatal visits or only to those occurring
“for reason related to the pregnancy.” In practice, in-
formation on women’s care-seeking motives is rarely
collected except in Pan Arab Family Health Surveys
(PAPFAM).

Antenatal care coverage is one of four mutually sup-
portive indicators in the minimal list measuring mater-
nal health service coverage. The other three indicators
are:

e Percent of Births Attended by Skilled Health
Personnel;
Availability of basic essential obstetric care; and
e Availability of comprehensive essential obstet-
ric care.

In combination, these indicators measure progress to-
wards the goal of providing antenatal care, trained at-
tendants during childbirth, and access to essential ob-
stetric care for all pregnant women. ANC coverage is
associated with newborn health and survival and weakly
associated with maternal mortality. In sum, antenatal
care coverage appears to influence newborn health and
survival, but its effect on maternal mortality is unclear.

Gender Implications of this Indicator

Because some countries deem it culturally inappropriate
for women to discuss issues related to their bodies with
men, women may not be able to communicate pregnancy-
related problems to male providers. In addition, where
women lack access to household resources or where they
lack the autonomy to seek health care on their own, hus-
bands or other family members may not be willing to in-
vest resources in antenatal care, particularly if a given preg-
nancy is progressing “normally.”
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Indicator

PERCENT OF WOMEN WHO WERE GIVEN OR PURCHASED MALARIA

PROPHYLAXIS/TREATMENT DURING THEIR M0OST RECENT PREGNANCY

Definition

The percent of women who were given or who pur-
chased malaria medication, according to national
policy, during their most recent pregnancy

This indicator is calculated as:

# of women who were given or purchased
malaria medication during their most
recent pregnancy

# of women who had a recent live birth

x 100

Malaria medication (prophylaxis or presumptive inter-
mittent treatment [PIT]) will vary according to local
susceptibility and national policy. Most country poli-
cies in highly endemic areas advise a treatment dose of
chloroquine followed by weekly chloroquine through-
out pregnancy or PIT with sulphadoxine-pyrimethamine
at the beginning of the second and third trimester in
areas of chloroquine resistance. Other regimes are less
common.

Data Requirements

Number of women who were given or who purchased
malaria medication during their most recent pregnancy;
number of women with a recent live birth

For both the numerator and denominator, evaluators
should specify the time periods for the recent live birth.
In surveys, this period is normally restricted to three to
five years before the survey.

Where data on the numbers of live births are absent,
evaluators can calculate total estimated live births us-
ing census data for the total population and crude birth
rates in a specified area. Total expected births = popu-
lation x crude birth rate

Data Source(s)
Population-based surveys; facility records of antenatal
patients

Purpose and Issues

Malaria poses a serious health risk to pregnant women
and newborns, particularly in areas where p. falciparum
is endemic. Malaria is a major cause of maternal ane-
mia and of low birth weight, (independently, low birth
weight is the single most important determinant of neo-
natal mortality). It is often the primary cause of intrau-
terine growth retardation in the absence of severe ma-
ternal malnutrition. As research demonstrates, both PIT
with sulphadoxine-pyrimethamine and routine chemo-
prophylaxis with chloroquine reduce these complica-
tions, although the evidence is weaker for chloroquine
because of worsening drug resistance. In 2000, the Af-
rican summit, “Roll Back Malaria,” established a goal
that at least 60 percent of women at risk of malaria
should have access to chemoprophylaxis or PIT.

Some large household surveys, such as in the DHS core
questionnaire, routinely collect data for this indicator.
In addition, some health facility surveys that conduct
record reviews, direct observation of ANC consultations,
or exit interviews with ANC clients yield this informa-
tion for client populations. Because malaria varies
within communities, evaluators should disaggregate
population-based data by area, where possible. This will
also help to monitor drug resistance.

Many facilities routinely record tetanus-toxoid cover-
age and numbers of ANC visits, and HIS could collect
this information with little additional effort. However,
as far as we are aware, routine collection of this indica-
tor only occurs in the context of special studies.

One major limitation with the indicator is that current
data collection approaches lack information on the com-
pleteness of the drug regimen taken during pregnancy.
In addition to determining the type of malaria medica-
tion taken, information on the frequency and timing of
drug administration is required to determine whether
pregnant women are adequately protected against ma-
laria.
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Information on the frequency and timing of drug ad-
ministration could theoretically be obtained if clinics
maintained records on the numbers of patients attend-
ing and on the number of women given first, second,
and third courses of PIT or the number of packets of
chloroquine dispensed. An alternative indicator reflect-
ing the adequacy of the program in meeting the needs of
specific clients is

e Number of tablets distributed per eligible woman.

The questions asked in most population-based surveys
assume that women are able to report on malaria treat-
ment reliably, but few validation studies have tested this
assumption. Population-based studies also rely on self-
reported data, which are subject to recall bias likely to
increase with the length of the recall period.

Facility records or provider observation measures the
proportion of women given or prescribed malaria medi-
cation but does not reflect the proportion of women who
took the medication. Compliance with treatment will
rarely be 100 percent and will vary depending on many
different local factors.
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Where malaria is sporadic or seasonal, programs focus
on screening women who present with symptoms and
on treating those who are infected. Alternative indica-
tors in this case include

e Number of pregnant women presenting with
malaria symptoms; and

e Percent of pregnant women treated for malaria
according to locally established protocols.

Alternative indicators for both endemic and sporadic
areas are:

e Percent of pregnant women living in a house-
hold with treated mosquito nets; and

e Percent of pregnant women living in a house-
hold with treated mosquito nets that report hav-
ing slept under the net the previous night.



Indicator

PERCENT OF PREGNANT WOMEN WHO RECEIVE

ANTIHELMINTHIC TREATMENT DURING PREGNANCY

Definition

In areas of moderate to high endemicity: the percent of
pregnant women who receive presumptive
antihelminthic treatment during their pregnancy. Ac-
cording to the 1998 IVACG/WHO/UNICEF “Guidelines
for the Use of Iron Supplements to Prevent and Treat
Iron Deficiency Anemia,” treatment should be done once
in the second and third trimester.

In areas of low endemicity: the percent of pregnant
women who received prescribed treatment during their

pregnancy.

This indicator is calculated as:

# of pregnant women who receive
presumptive antihelminthic treatment
Total # of pregnant women

x 100

Data Requirements

Information on the number of pregnant women who
receive presumptive/prescribed anthelminthic treatment
and the total number of pregnant women.

Data Source(s)

Program records (on number of pregnant women, num-
ber of pregnant women who receive treatment, either
presumptive treatment or therapy for identified helm-

inths, and number of pregnant women reported to be
infected); population-based surveys represent an alter-
native source of data, but will yield different results in
terms of coverage. If the source of data is a population-
based survey, the evaluator should calculate the indica-
tor for the last pregnancy.

Purpose and Issues

Helminths such as hookworm and schistosomes can
cause blood and iron loss and thus anemia. In areas of
low endemicity, treatment in the second trimester is rec-
ommended. In areas of moderate to high endemicity,
treatment should occur in the second and third trimes-
ter. Treatment in the first trimester is not recommended.

This indicator only measures whether women have re-
ceived any anthelminthic therapy, without reference to
adequate dosing. Because treatment of helminths de-
pends on the availability of medication to clients in the
program, this indicator may reflect inadequacies in the flow
of drugs to service distribution points in the system and/or
poor provider performance at the SDP.

An alternative indicator reflecting the adequacy of the pro-

gram in meeting the needs of specific clients is the dosage
(number of tablets) distributed per eligible woman.
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Indicator

PERCENT OF BIRTHS ATTENDED BY SKILLED HEALTH PERSONNEL

Definition
The percent of births attended by skilled health person-
nel

This indicator is calculated as:

# of births attended by skilled personnel
during the reference period

Total # of live births occurring within
the reference period

x 100

The skilled attendant is a professional care giver who
possesses the knowledge and a defined set of cognitive
and practical skills that enable the individual to pro-
vide safe and effective health care during childbirth to
women and their infants in the home, health center, and
hospital settings. Skilled attendants include midwives,
doctors, and nurses with midwifery and life-saving
skills® (Safe Motherhood Inter-Agency Group, 2000).

Data Requirements

Number of births attended by skilled health personnel
in a defined time period; number of live births in the
same geographic area and reference period

The number of live births is a proxy for the numbers of
women who need delivery care. Evaluators should count
all births but usually only use live births in calculating
this indicator, because of the difficulty in obtaining in-
formation about non-live births (Graham and Filippi,
1994).

Where data on the numbers of live births are unavail-
able, evaluators can calculate total estimated live births
using census data for the total population and crude birth
rates in a specified area. Total expected births = popu-
lation x crude birth rate

Data Source(s)
Routine health service data; population-based surveys
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Routine health service data typically lack information
on pregnancies or births that take place outside the pub-
lic health sector, for example in homes or private facili-
ties.

Purpose and Issues

The main purpose of an indicator of the skilled atten-
dant at delivery is to provide information on women’s
use of delivery care services.

Many argue that increasing the proportion of deliveries
with a skilled attendant is the single most critical inter-
vention for reducing maternal mortality. Moreover, the
proportion of births with a skilled attendant is a bench-
mark indicator for monitoring progress towards the
ICPD goals (WHO, 1999b).

The evidence that delivery with a skilled attendant re-
duces maternal mortality comes from a number of clini-
cal, historical, and epidemiological sources that indi-
cate an association but not a causal link. In general,
births with a skilled attendant are associated with lower
rates of maternal mortality. However, confounding fac-
tors, such as the strong correlation between skilled at-
tendant and institutional delivery, make assessing the
impact of skilled attendant alone difficult to determine.

Annual monitoring is only feasible when the data are
derived from routine data sources. For international
comparisons, periods of three to five years are prob-
ably sufficient. Frequent surveys are generally undesir-
able because the survey periods may overlap, and sam-
pling error makes it difficult to assess whether small
changes are real or due to chance variation.

Evaluators should not infer that similar rates of skilled
attendant deliveries between countries reflect similar
levels of care; major differences are likely to exist be-
tween countries in how providers are trained, in what
providers are allowed to practice and do practice, and

°A trained traditional birth attendant is NOT included in the
definition of skilled personnel.



in what resources, equipment, and supplies are at their
disposal.

Differences in what definitions are used and in how
skilled attendants are reported may also account for dis-
crepancies between countries. Most surveys such as
the DHS rely on women'’s self-report but how women
interpret the question “who assisted with the delivery?”
and whether they accurately identify the health staff at-
tending is unknown.

This indicator uses a birth-based analysis (similar to
the previous ANC indicator), and the sample will over-
represent women with multiple births in the survey pe-
riod. Women with more than one birth are also more
likely to have other risk factors, such as high parity and
lower rates of health services use. Delivery coverage
may therefore be underestimated, although this under-
estimate is likely to be small.

Since the denominator for this calculation includes only
women with live births and excludes women with fetal
deaths and stillbirths, the only valid association will be
with neonatal mortality and not with perinatal mortal-
ity. (See Part IIILE Newborn Health.)

Evaluators can disaggregate skilled attendant at deliv-
ery by place to further document the degree of care re-
ceived at the time of delivery. This measure of care or
“skilled attendance” will vary by setting and attendant.
A skilled attendant conducting a delivery in hospital,
for example, provides a higher level of “skilled atten-
dance” than does a skilled attendant conducting a de-
livery at home.

The percentage of births with a skilled attendant is one
of four mutually supportive indicators in the minimal
list measuring maternal health services coverage. The
other three indicators are:

e Percent of Women Attended at least Once
during Pregnancy for Reasons Related to the
Pregnancy;

e Availability of basic essential obstetric care;
and

e Availability of comprehensive essential ob-
stetric care.

In combination, these indicators measure progress to-
wards the goals of providing antenatal care, trained at-
tendants during childbirth, and access to essential ob-
stetric care for all pregnant women.
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Indicator

PERCENT OF WOMEN ATTENDED DURING THE POSTPARTUM

PERIOD BY SKILLED PERSONNEL

Definition
The percent of pregnant women seen during the post-
partum period by a skilled attendant

This indicator is calculated as:

# of women attended during the
postpartum period by skilled personnel
Total # of live births

x 100

The postpartum period is defined as the time from the
delivery of the placenta until 42 days after delivery.

Data Requirements

Number of women within the postpartum period who
are attended by skilled personnel during a fixed time
period (Note: One must specify whether the visit was a
first or subsequent visit); all live births during the same
time period

The number of live births is a proxy for the numbers of
all women who need postnatal care. Evaluators gener-
ally count all births, but usually use only live births to
calculate this indicator because of the difficulty in ob-
taining information about non-live births (Graham and
Filippi, 1994).

Where data on the numbers of live births are unavail-
able, evaluators can calculate total estimated live births
using census data for the total population and crude birth
rates in a specified area. Total expected births = popu-
lation x crude birth rate

Data Source(s)
Routine health service data; population-based surveys

Routine health service data typically lack information
on pregnancies or births that take place outside the pub-
lic health sector, for example in homes or in private
sector facilities.
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Purpose and Issues

The main purpose of an indicator for postpartum care
is to provide information on women’s use of postpar-
tum services in the postpartum period.

Although most maternal and newborn deaths occur
around the time of delivery and in the immediate post-
partum period, postpartum care (PPC) has been a rela-
tively neglected area of maternity-services provision.
Recent WHO guidelines recommend that the first post-
partum visit take place within the first week, preferably
within the first two to three days, with a second visit at
four to six weeks. The visit should include the early
detection and treatment of complications and preven-
tive care for both mother and baby’ (WHO, 1998a;
WHO, 2001b).

Because pregnancy complications occur unpredictably,
the likelihood is low that one postpartum visit of un-
specified content, quality, and timing may influence
maternal mortality. A postnatal care visit may reduce
the likelihood of severe morbidity if pregnancy com-
plications are detected early and if effective treatment
is available (Child Health Research Project, 1999). Fur-
ther research in this area is required.

Some large surveys such as DHS routinely collect data
on postpartum care. Routine HIS may also collect data,
although historically more programs have collected data
on postnatal care for the baby (for immunization cover-
age) than for the mother.

This indicator is responsive to change in the short term.
Annual monitoring is only feasible when the data are
derived from routine data sources. For international
comparisons, periods of three to five years are prob-
ably sufficient. Frequent surveys are probably undesir-

"Preventive care for mothers may include vaccination against
tetanus; provision of vitamin A and iron; and counseling on
appropriate newborn care, hygiene, breastfeeding, malaria
prevention and nutrition. Preventive care for babies may
include early BCG, and polio and hepatitis immunization.



able because sampling error makes it difficult to assess
whether small changes are real or due to chance varia-
tion.

Postpartum care is a package of services instead of one
single intervention. Because no widely accepted op-
erational definition of postpartum care exists and be-
cause the content and quality of care are likely to vary
between settings, similar coverage rates between coun-
tries do not reflect similar levels of care.

Furthermore, after delivery, the two individuals need
very different care and attention. Postpartum care sta-
tistics should make explicit whether care was provided
principally for the mother or baby or both mother and
baby, because this information may be difficult to de-

termine retrospectively. The current DHS questionnaire,
for example, specifies postpartum care for the mother.
WHO distinguishes between care for the mother and
for the baby by using the term postpartum to refer to
care exclusively for the mother and the term postnatal
care for the baby.

Some surveys present only postpartum coverage for
women who delivered outside a facility on the assump-
tion that women who deliver in facilities receive some
degree of postpartum care (Rutstein, 1999).

In settings where postnatal coverage is relatively high,
evaluators can stratify this indicator by time of visit (e.g.,
within two or three days, one week or later) to better
measure women’s use of services.
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Indicator

MATERNAL MORTALITY RATIO (MMR)

Definition®
The number of maternal deaths per 100,000 live births

A maternal death (as cited in International Classification
of Disease or ICD-10, [WHO, 1992]) is the death of a
woman while pregnant or within 42 days of termination
of pregnancy, irrespective of the duration and the site
of'the pregnancy. Death can stem from any cause related
to or aggravated by the pregnancy or its management,
but not from accidental or incidental causes. Maternal
deaths fall into two groups, direct and indirect, as
follows:

Direct obstetric deaths
Direct obstetric deaths result from obstetric
complications of the pregnant state (pregnancy, labor,
and puerperium), from interventions, omissions,
incorrect treatment, or from a chain of events resulting
from any of the above.

Indirect obstetric deaths

Indirect obstetric deaths result from previous existing
disease or disease that developed during pregnancy and
which was not due to direct obstetric causes, but which
was aggravated by physiologic effects of pregnancy.

The maternal mortality ratio is calculated as:

All maternal deaths occurring within
a reference period (usually 1 year)
Total # of live births occurring
within the reference period

x 100,000

Data Requirements

Information on all maternal deaths occurring in a pe-
riod (usually 1 year) and information on the total num-
ber of live births occurring in the same year

Including all pregnancies in the denominator gives a

true indication of the total population of pregnant and
delivering women at risk of maternal death, but
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researchers and evaluators more commonly use live
births since these data are more readily available and
are easier to collect.

Where data on the numbers of live births are absent,
evaluators can calculate total estimated live births using
census data for the total population and crude birth rates
in a specified area. Total expected births = population
x crude birth rate

Data Sources:
Many countries have three main sources of data with
which to calculate the maternal mortality ratio:

e Vital registration;
e Service statistics; and
e Population based surveys or surveillance.

The serious limitations of these sources, in both the
developing and developed world, have been well
documented elsewhere. (AbouZahr, 1999; Berg, Danel,
and Mora, 1996; Campbell and Graham, 1990).

Purpose and Issues

The maternal mortality ratio is the most widely used
measure of maternal deaths. It measures obstetric risk
(i.e., the risk of dying once a woman is pregnant). It
therefore omits the risk of being pregnant (i.e., fertility,
in a population, which is measured by the maternal
mortality rate or the lifetime risk) (Graham and Airey,
1987).

Maternal mortality is widely acknowledged as a general
indicator of the overall health of a population, of the
status of women in society, and of the functioning of
the health system. High maternal mortality ratios are
thus markers of wider problems of health status, gender
inequalities, and health services in a country. The
maternal mortality ratio is therefore useful for advocacy

8 The text for this indicator draws heavily on the forthcoming
WHO publication, “Indicators for Reproductive Health
Monitoring,” WHO.



purposes, but lacks information on the causes of high
maternal mortality or the interventions required to
reduce maternal deaths.

Maternal deaths are difficult to investigate because of
their comparative rarity on a population basis, as well
other context-specific factors, such as reluctance to
report abortion-related deaths, problems of memory
recall, or lack of medical attribution (Campbell and
Graham, 1991). Thus, no single source or data collection
method is adequate for investigating all aspects of
maternal mortality in all settings.

Few developing countries have vital registration systems
sufficiently complete to provide reliable population
estimates (AbouZahr, 1998).

The main drawback of health services data relates to
the selectivity of the service-using population. Without
detailed knowledge of the catchment population, it is
hard to gauge whether the maternal mortality ratio under
or over estimates the level for the general population
(which also includes non-users of the service). Other
problems related to using health services information
include inaccuracies in routine registers and omission
of deaths occurring outside maternity wards.

Population based surveys are the primary source of
information for calculating the maternal mortality ratio
in many developing countries. These types of surveys
include:

° RAMOS (Reproductive Age Mortality
Surveys) studies seek to identify all female
deaths in the reproductive period, using a
combination of approaches, such as cross-
sectional household surveys, continuous
population surveillance, hospital and health
center records, and key informants (WHO,
1987).

° Direct estimation relies on asking questions
about maternal deaths in a household during a
recent interval of time, say one to two years.
These questions can be asked in the context of
a household survey or a census of all
households, although as yet experience with the
latter is fairly limited (Campbell, 1999).

Both these types of methods provide up-to-date
estimates but are time-consuming and costly because

they require large sample sizes to obtain single-point
estimates with sufficiently narrow confidence intervals
to enable monitoring of time trends.

e The sisterhood method goes some way to
overcoming large sample size requirements by
interviewing adult respondents about the
survival of all their sisters. The indirect method
(Graham, Brass, and Snow, 1989) involves
fewer questions to respondents but provides a
pooled estimate that relates statistically to a
point around 10-12 years prior to the survey.
The direct method (Stanton, Abderrahim, and
Hill, 2000) provides a more current estimate at
about 3-4 years prior to the survey, but requires
more questions and is more costly and time
consuming.

Because of the imprecision in these estimates, modeling
methods have also been developed, (WHO, UNICEF,
and UNFPA, 2001; AbouZahr and Wardlaw, 2001;
UNFPA, 1998D).

Maternal mortality ratios are only a broad indication of
the level of maternal mortality, rather than a precise
measure, because of the limitations inherent in most
measurement methods. The use of confidence intervals
around the estimates helps raise awareness that a point
estimate is usually too imprecise to be used to monitor
trends (AbouZahr and Wardlaw, 2001). Furthermore,
the data sources and collection methods described above
have very different strengths and weaknesses and yield
estimates of varying reliability. For this reason, surveys
to estimate maternal mortality should occur no more
frequently than every 5-10 years. Evaluators must take
into account the large confidence intervals in
interpreting the maternal mortality ratio.

Distinguishing between real and artificial changes in
the maternal mortality ratio is complicated because
observed differences do not necessarily indicate
improved maternal health status (Graham, Filippi, and
Ronsmans, 1996). Other important issues to consider
include:

e Non-sampling errors such as changes in the
accuracy of reporting or of classification over
time or between districts or populations
(Stanton, Abderrahim, and Hill 2000);

e Changes in the definition of a maternal death
between ICD-9 and -10 (WHO, 1977; WHO,
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1992). Presentation of the maternal mortality
ratio should thus clearly state which version it
used. In the case of ICD-10, one must specify
which of the three categories (direct and indirect
maternal deaths up to 42 days postpartum, late
maternal deaths, pregnancy-related deaths’) the
numerator includes;

e Aggregate levels may hide wide differentials
between population subgroups; and

e Apparent differences in the maternal mortality
ratio between rural and urban areas may simply
reflect differences in the pattern (not level) of
fertility, with more rural women who are grand
multiparous and for whom the risk of death will
likely be higher. Other possible confounders
include general health status, such as levels of
anemia or malaria, and socio-economic factors.

? Late maternal deaths: direct or indirect obstetric causes more
than 42 days but less than one year after the termination of
pregnancy. Pregnancy-related deaths: deaths while pregnant
or within 42 days of the termination of pregnancy, irrespective
of the cause.
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Indicator

MET NEED FOR ESSENTIAL OBSTETRIC CARE (EOC)!?

Definition

The percent of all women with major obstetric compli-
cations who are treated in EOC facilities in a given ref-
erence period

This indicator is calculated as:

# of women with major obstetric
complication treated in EOC facilities
Estimated # of women with obstetric
complications from the geographical
area served by the EOC facilities

x 100

Where the direct or major obstetric complications in-
clude:

e Hemorrhage: antepartum, intrapartum, or post-
partum;

Prolonged/obstructed labor;

Postpartum sepsis;

Complications of abortion;
Pre-eclampsia/eclampsia;

Ectopic pregnancy; and

Ruptured uterus.

Number of women with a major obstetric complication
includes both women admitted with the complication
and women who develop the complication in the facil-

ity.

EOC facilities include both “basic” and “comprehen-
sive” levels of essential obstetric care.

Data Requirements
The number of women with a major obstetric compli-
cation treated in EOC facilities during the reference
period; (an estimate of) the number of women with
major obstetric complications in the population during
the reference period

Data Sources
Facility records (for number of women treated)

The number of pregnant women who develop obstetric
complications requiring medical care to avoid death or
disability is estimated to be 15 percent (WHO, 1994a).
The number of live births frequently serves as a proxy
for all births or pregnancies; when data on the numbers
of live births are absent, evaluators can estimate them
from total expected births = population x crude birth
rate.

Purpose and Issues

The purpose of this indicator is to gauge the level of
use of EOC services by women experiencing a major
obstetric complication in a specified time period and
geographical area.

Facility record-keeping systems may require adjust-
ments for the routine collection of data on obstetric com-
plications. A useful system will record major compli-
cations in the patient register or maternity logbook.
Evaluators must ensure that they gather information
from all relevant parts of the facility (e.g., gynecology
ward, surgical ward, abortion ward, morgue) and not
just from the maternity ward. They must also include
complications from all EOC facilities in the area under
study in the numerator.

UNICEF/WHO/UNFPA has set the minimum accept-
able level of “met need” as 100 percent, but in most
developing country settings, this target is unrealistic. If
evaluators find less than 100 percent, they conclude that
some women with complications are not receiving the
necessary medical care. However, if “met need” is low,
researchers should seek other data to determine whether
the problem lies in the availability, accessibility, qual-

1" Much of the text for this indicator comes from “Indicators
for Reproductive Health Program Evaluation,” The
EVALUATION Project, (Bertrand and Tsui, 1995), originally
based on Guidelines for Monitoring Progress in the Reduction
of Maternal Mortality, (Maine, McCarthy and Ward, 1992),
and the 1997 version Guidelines for Monitoring the
Availability and Use of Obstetric Services (Maine et.al, 1997).
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ity of care provided, or other factors, such as cultural
factors, that determine the utilization of services.

Theoretically “met need” can exceed 100 percent, if
more than 15 percent of pregnant women in the popula-
tion develop major obstetric complications. In devel-
oped countries, the proportion of women with compli-
cations managed in EOC facilities may be greater than
15 percent of all births. Over-diagnosis of complica-
tions, which is seen in parts of Eastern Europe, can also
cause this ratio to exceed 100 percent.

One difficulty with “met need” is that complications
are subject to numerous recording biases and, even when
standard definitions are in place, results can vary greatly
with the data collection system being used and the train-
ing of the staff.

“Met need” is also particularly sensitive to the number
of abortions included in the numerator. If the incidence
of unsafe abortion is high, “met need” is likely to be
high. The inclusion of all abortions can cause “met need”
to be twice or three times as high as it would be without
the abortions. Given this inflation of “met need” as a
result of the inclusion of all abortion complications, a
growing number of advocates for the indicator calcu-
late it both ways, with and without all abortions. By
excluding postabortion complications, estimates may be
more comparable.

The appropriateness of using 15 percent of all births/

pregnancies to estimate the number of women who ex-
perience obstetric complications is also open to discus-
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sion. WHO’s estimates of births with complications may
be higher than 15 percent: hemorrhage, 10 percent of
pregnancies; sepsis, 8 percent; hypertensive disorders
of pregnancy, 5 percent; obstructed labor, 5 percent
(WHO, 1996a). However, prospective data from West
Africa suggest that 6 percent more reasonably estimates
severe obstetric complications (Prual, 2000). The nar-
rower the definition of what is considered a direct or
major obstetric complication, the more reliable and com-
parable the estimates will be (MotherCare, 2000a). How-
ever, birth records and registries will likely lack suffi-
cient detail on complications to allow much refinement
regarding the severity of a complication.

The issue of double-counting a woman in the numera-
tor (one who is admitted to the same facility more than
once during her pregnancy or postpartum period or one
who is admitted to more than one facility) is unlikely to
seriously bias the results. If this situation were to oc-
cur, it would bias the indicators by presenting a more
positive view of the health system than merited.

Given that the crude birth rate (CBR), the total popula-
tion, and 15 percent are all estimates and that the accu-
racy of the CBR and population may vary according to
the source, “met need” will likely be imprecise and may
over- or underestimate the true value. To make the indi-
cator useful for comparisons across facilities and dis-
tricts or over time, one must use the same definitions
and document the criteria used in each definition.



Proportion of hospitals and maternity facilities that are designated as “Baby-
Friendly”

Percent of audience who know about the warning/danger signs of new-
born complications

Percent of pregnant women with at least two doses of tetanus toxoid im-
munization

Percent of home births with clean cord care

Percent of newborns attended during the postnatal period by a health care
provider

Percent of live births with low birth weight
Number of neonatal tetanus cases

Neonatal mortality rate (NMR)

Perinatal mortality rate (PMR)

Birth weight specific mortality rate (BWSMR)



The goal of many programs in developing countries is
to improve maternal and newborn health and survival.
Until recently, however, newborn health has been rela-
tively neglected in both the international child and safe
motherhood movements, and few programs have fo-
cused specifically on improving newborn survival. A
prime reason that newborn health has received such low
priority is the general lack of awareness of the sheer
numbers of early infant deaths. WHO estimates that each
year more than 8 million infants die in the first year; of
these, almost two thirds (5 .1 million) die in the first
month, and of these, two thirds die within the first day
(McCarthy, Lawn, and Ross, 2001). Virtually all of these
deaths occur in developing countries. Although post-
neonatal mortality has declined substantially, neonatal
deaths have declined slightly and hence represent a
growing proportion of the overall number of infant
deaths (Espeut, 1998).

A second factor has been the perception that sophisti-
cated technologies are required to significantly reduce
newborn mortality. On the contrary, most newborn
deaths in developing countries can be prevented by in-
terventions already widely used. The most common
causes of mortality — infections, asphyxia and birth in-
juries — can be prevented by simple cost-effective inter-
ventions that also benefit the mother. These interven-
tions include antenatal malaria prevention and treatment,
tetanus toxoid immunization, the detection and man-
agement of sexually transmitted infections, and access
to a clean and safe delivery (WHO, 1996a). Further-
more, providing all infants with an “essential package
of newborn care” (see Table III.E.1) including appro-
priate resuscitation, warmth, cleanliness and hygiene,
clean cord care, and early exclusive breastfeeding also
increases survival and reduces the proportions of sur-
viving infants with disability (WHO, 1996b; WHO,
2001a).

Compared to other programmatic areas in Part III of
this Compendium, newborn health is one of the least
developed. Operations research studies have identified
which interventions are likely to effectively reduce new-

Part IIL.LE

NEWBORN HEALTH

born mortality, but how these services should be scaled
up, by whom, and at what cost must still be determined.
The evaluation of these programs is therefore also in its
infancy, and many new data-gathering tools, analytical
approaches, and indicators need to be developed and
tested. Because of the close link between maternal and
newborn health, however, many process indicators ap-
propriate for newborn health have already been used
extensively in safe motherhood programs. (See Figure
III.E.1) Indeed, separating maternal and newborn health
indicators into two distinct parts may appear a false di-
chotomy when the antecedents of a poor pregnancy out-
come, and the program interventions required to address
these, may be the same for both mothers and babies.
However, our purpose in doing so is to acknowledge
growing awareness of the importance of newborn health
and to highlight the fact that despite the many parallels
between maternal and newborn health programs, im-
portant differences influence the way that programs are
monitored and evaluated. These differences arise, not
only because program interventions may vary, but be-
cause interventions that benefit both mothers and ba-
bies may differentially affect mortality. For example,
because of their greater impact on newborn survival,
interventions such as immunizing pregnant mothers
against tetanus and detecting and treating STIs are more
likely to be monitored in newborn health programs than
in safe motherhood programs.

Methodological Challenges of Evaluating Newborn
Health Programs

Some of the challenges of evaluating newborn health
programs are similar to those for safe motherhood: the
need to consider two outcomes, the large number of
proximate determinants, and the difficulties of attribut-
ing causality to certain interventions because services
are “bundled.” Even though newborn deaths are more
frequent than maternal deaths and therefore easier to
count, the several measurement challenges include, but
are not limited to, the following:
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e Countries define births, deaths, and “newborn
period” in different ways, making valid inter-
national comparisons difficult.

Meaningful use of any indicator is only feasible when
standard definitions are used and applied. The first chal-
lenge for managers of newborn health programs is the
lack of a generally agreed-upon definition of the “new-
born period.” In some settings “newborn” may refer to
infants up to a few days of age and in other settings to
infants up to several weeks of age. In this Compendium,
the term newborn refers to the neonatal period (i.e., the
first 27 completed days of life).

A second challenge is the different ways of aggregating
newborn deaths according to the timing of the death.
Typically, deaths are aggregated in the first month or
first week of life or as fetal deaths (stillbirths and re-
ported as described in Table I11.E.2).

Many countries, however, define and record births and
deaths in ways that may differ from the standard defini-
tions of fetal, perinatal, and neonatal deaths recom-
mended by the WHO in ICD 10. (See Table IIL.E.2).
Some countries, for example, only record a baby as a
live birth if the baby survives beyond 24 hours
(McCarthy, Lawn, and Ross, 2001). The definition of a
perinatal death is particularly problematic, not only be-
cause legal reporting requirements may vary between
countries, but because the two standard international
definitions have different gestational age and weight
criteria. (See indicator Perinatal Mortality Rate.)

Further difficulties may also arise because national birth
and death criteria may be differently interpreted and
applied in different settings, and thus live births may be
misclassified as fetal deaths and vice versa. This prob-
lem may occur because of an individual’s lack of train-
ing or experience (this is true of deaths that occur in
facilities as well as at home) or because of the way in-
stitutions and public health authorities choose to inter-
pret and apply national birth and death criteria. Changes
in medical practice may also alter the way practitioners
systematically classify deaths, and managers need to
be aware of this situation when they introduce programs
to improve the quality of newborn health services at a
facility level.
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e Ideally, all deaths (including fetal, perinatal, and
neonatal) should be counted, but in practice,
counting neonatal deaths is often the only fea-
sible approach.

In any program, the types of deaths to be counted de-
pend on the program objective, the measurement method
chosen, and the resources available. Ideally, program
staff should record information on all neonatal, perina-
tal, and fetal deaths in order to derive a complete pic-
ture of pregnancy outcome. Having a complete picture
is important because the causes of stillbirths and neo-
natal deaths are often the same, and the distinction be-
tween a stillbirth and a neonatal death may in practice
be a very fine one. Just examining one rate or the other
may underestimate the true level of mortality in the new-
born period. Counting all deaths will provide a mea-
sure of the impact of interventions on etiologies that
cause both fetal and neonatal deaths and will reveal the
changes in the epidemiology of newborn deaths. Mod-
ern technologies, for example, may improve delivery
outcome but increase neonatal mortality because fetal
deaths are displaced from the antepartum to the post
partum period. Reporting neonatal, perinatal, and still-
birth rates together will also permit more valid com-
parisons across programs and settings. Realistically,
however, few programs will be able to achieve this goal.
In most developing countries, the majority of births and
deaths occur at home (WHO, 1996b). Few countries
have sufficiently well-developed vital registration sys-
tems that can provide valid and reliable information on
all births and deaths in the community. Health informa-
tion systems can only provide information on facility
births and deaths and, in most settings, are also poorly
developed. Most community-based programs, if they
have the capacity to measure mortality at all, will gen-
erally only be able to collect valid data on neonatal
deaths for reasons explained below.

¢ The quality of newborn mortality data is poorer
than the quality of data for other ages.

Evaluators require information on all births and deaths
so that they may derive valid measures of newborn
health outcome. As mentioned above, few developing
countries have sufficiently developed vital registration
systems to provide this data and, in many settings, re-



porting is very incomplete. Institutional barriers lead-
ing to underreporting may include cost, distance to the
registration office, and a lack of awareness of the im-
portance of birth and death registration. Social and cul-
tural barriers may also make it difficult to collect valid
data.

There are also major biases in the way deaths are re-
ported. Even in countries with well-developed registra-
tion systems, a bias exists towards the reporting of larger,
older babies, whereas deaths of very small babies early
in the neonatal period are often omitted. Fetal deaths
are much less likely to be reported than deaths of live
births (WHO, 1996b).

e Survey estimates of newborn mortality may not
be suitable for short-term monitoring.

Prospective studies would provide the most reliable
mortality rates but are too expensive for regular report-
ing purposes. In practice, the most reliable estimates of
neonatal mortality are derived from large scale surveys
that rely on the retrospective report of deaths in early
infancy. Surveys focusing on live births provide esti-
mates of neonatal mortality, but perinatal mortality es-
timates require complete pregnancy histories. Because
many population-based surveys focus on obtaining de-
mographic indicators that use live births in the denomi-
nator, there has been relatively less experience with the
use of pregnancy histories (which collect information
about stillbirths). The reliability of any survey estimate
depends on the completeness of reporting, and under-
reporting is generally more pronounced for deaths in
early infancy. Because of the relatively small numbers
of deaths recorded in this type of survey, national neo-
natal mortality rates are usually presented for a period
of five years before the survey, and sub-national esti-
mates are presented for ten years before the survey. The
lack of precision in the estimates may sometimes make
it very difficult to assess the significance of small
changes between surveys (Rutstein, 1999).

e Measuring perinatal and neonatal morbidity is
very difficult.

Estimates of newborn morbidity are important for de-
signing effective program interventions. As with safe
motherhood, however, existing estimates of newborn
morbidity are usually derived from facility data and are
unlikely to reflect the true burden of morbidity in the
community unless all births and deaths are institutional.

Although community members can learn to diagnose
illness in a sick newborn (Bang et al., 1999), illness is
often difficult to recognize because babies usually
present with relatively non-specific symptoms, such as
poor feeding and lethargy. Assigning a cause of death
may be difficult because many different diseases may
present with the same symptoms, and many babies die
at home before ever reaching medical attention. Few
facilities have adequate diagnostic facilities when ill
babies do eventually present for care.

e New program indicators are required at the in-
dividual, community, and facility level.

Much of the discussion on the challenges of monitor-
ing and evaluating newborn health has so far focused
on newborn mortality because of the relative lack of
experience with process indicators for newborn health.
Although mortality indicators clearly have their place
and provide the only direct measure of the objective of
most programs, process indicators need to be developed
to measure the wide range of interventions required to
improve newborn health and survival.

Process indicators are required for measuring the avail-
ability, accessibility, quality, and demand for services
at the facility level where the provision of newborn
health services has historically been overlooked. A re-
cent national survey in Kenya, for example, showed that
over one third of hospitals lacked even the most basic
equipment for resuscitation (MOH, NCPD, and ORC
Macro, 2000). (See Part II.H.2a Service Provision As-
sessment on quality of newborn care services and ser-
vice delivery.)

In addition to monitoring at the facility level, indica-
tors are also required for monitoring and evaluating in-
terventions at the individual and community level. Many
infants become ill and die before ever reaching medical
care. It is particularly important to develop indicators
that help programs understand community knowledge,
attitudes and behaviors in response to newborn illness
and to determine which interventions are the most ef-
fective.

The Maternal and Newborn Health Framework
The maternal and newborn health conceptual framework
(see Figure II1.E.1) from which many indicators in this

manual were developed illustrates the links between
maternal and newborn health from before pregnancy to
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after delivery. The framework also shows where inter-
ventions can promote and improve health status as well
as reveal the levels (family, community, and services)
at which the impact of these interventions should be
measured. The framework does not address some of the
system-level determinants — the social, cultural, eco-
nomic, political, and legal factors that clearly also in-
fluence maternal and newborn health. The indicators
included in this section of the Compendium relate di-
rectly to newborn health and newborn health care. Many
other indicators that also affect newborn health such as
birth timing (Contraceptive Prevalence Rate) and
nutrition (Percent of Women of Reproductive Age
with Anemia), appear in other sections of the Compen-
dium.

The Selection of Indicators

Most indicators in this section of the Compendium are
intended for use at the national level or in the context
of large-scale programs, but many can be used in other
contexts. Using the same criteria applied to the safe
motherhood selection, a small expert group currently
working in newborn health programs in wide consulta-
tion with other experts and organizations working in
newborn health selected these indicators.

The indicators measure predominately health outcomes
and impacts because these are the newborn health pro-
gram indicators most widely used to date. We are aware
that some programs cannot measure these outcomes, and
for these programs, our selection will be less useful.
However, in contrast to safe motherhood, some pro-
grams, even at an NGO level, may encounter sufficient
numbers of deaths to derive stable estimates of new-
born mortality. Moreover, these programs are particu-
larly well placed to contribute much-needed research
on the relationship between community behaviors and
newborn health outcomes.
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The relative absence of newborn health process indica-
tors reflects the very recent development of newborn
health as a distinct programmatic area. An urgent need
clearly exists for research to develop our understand-
ing of how best to monitor and evaluate newborn health
programs, but until further work validates proposed in-
dicators, many can only be termed “experimental” and
do not meet this Compendium s criteria. Nevertheless,
we include a small number of indicators that have been
field tested by certain groups but not yet widely adopted.
They are the Percent of Home Births with Clean Cord
Care and the Percent of Audience who Know about
the Warning/Danger Signs of Newborn Complica-
tions.

These indicators are included because of the need to
stimulate debate and discussion on appropriate newborn
health indicators, even though we recognize that these
two indicators may not meet all the criteria for a good
indicator (WHO, 1997) and that neither are particularly
intended for national level use. In addition, the deci-
sion to include the Percent of Newborns Attended
during the Postnatal Period by a Health Care Pro-
vider provoked considerable debate because of the lack
of consensus on the timing and objectives of postnatal
care. We retain the indicator because it is in widespread
use, and one objective of the Compendium is to pro-
mote standardization of definitions and concepts.

In the next few years, as awareness of the problem of
newborn mortality grows, no doubt those working in
newborn health will move toward consensus on the in-
dicators appropriate for monitoring national level pro-
grams. This set of indicators represents one small step
in that direction.



Figure III.LE.1 MATERNAL & NEWBORN HEALTH FRAMEWORK
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Table II1.E.1

WHO Essential Newborn Care Package

1. Cleanliness: clean delivery and clean cord care for the prevention of
newborn infections (tetanus and sepsis)

2. Thermal protection: prevention and/or management of neonatal hypo-
thermia and hyperthermia

3. Early and exclusive breastfeeding

4. Initiation of breathing, resuscitation

5. Eye care: prevention and management of ophthalmia neonatorum
6. Immunization (BCG, Oral polio, Hepatitis B)

7. Management of newborn illness

8. Care of the preterm and/or low birth weight newborn

Source: WHO (1996b)
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Table I1L.E.2
Standards and Reporting Requirements Related
to Perinatal and Neonatal Mortality

Stillbirth

A stillbirth is the death of a fetus weighing 500g or more, or of 22-weeks gestation or more, if weight is
unavailable. Because gestation and birth weight are often unavailable for early fetal losses, for international
comparisons, the WHO recommends including only deaths of fetuses weighing at least 1000g, (or of 28-
weeks gestation or more if weight is unavailable).

The terms stillbirth and fetal death are sometimes used interchangeably. This text chooses the term stillbirth
because it is most widely recognized.

Neonatal Mortality Rate (NMR)

Early Neonatal Mortality Rate (ENMR)

Late Neonatal Mortality Rate (LNMR)

Perinatal Mortality Rate (PMR)

Note: The day of birth is counted as Day 0, so that “within 1 week” includes babies 0-6 days old and “within
1 month” includes babies 0-27 days old.

Source: ICD10 (WHO, 1992)
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Indicator

PROPORTION OF HOSPITALS AND MATERNITY FACILITIES THAT

ARE DESIGNATED AS “BaBY FRIENDLY”

Definition

The proportion of hospitals and maternity facilities that
have been accredited as “Baby Friendly” according to
the ten UNICEF/WHO criteria related to breastfeeding
and newborn care

To be designated as “Baby Friendly,” the hospital must:

1. Have a written breastfeeding policy that is routinely
communicated to all health care staff;

2. Train all health care staff in skills necessary to
implement this policy;

3. Inform all pregnant women about the benefits and
management of breastfeeding;

4. Help mothers initiate breastfeeding within an hour
of birth;

5. Show mothers how to breastfeed and how to main-
tain lactation, even if they should be separated from
their infants;

6. Give newborn infants no food or drink other than
breast milk, unless medically indicated;

7. Practice “rooming in” by allowing mothers and in-
fants to remain together 24 hours a day;

8. Encourage breastfeeding on demand;

9. Give no artificial teats, pacifiers, dummies, or
soothers to breastfeeding infants; and

10. Foster the establishment of breastfeeding support
groups and refer mothers to them on discharge from
the hospital or birthing center.

This indicator is calculated as:

# of hospitals and maternity facilities accredited

as “Baby Friendly”

The total number of maternities and hospitals that
handle deliveries

Data Requirements
The number of maternities meeting BFHI criteria; the
total number of maternities and hospitals

Data Source(s)

UNICEF/WHO/Wellstart Baby Friendly Hospitals Ini-
tiative internal self-assessment and external evaluation
instruments

Purpose and Issues

The Baby Friendly Hospitals Initiative (BFHI) is a joint
UNICEF/WHO/Wellstart initiative aimed at increasing
breast-feeding rates and encouraging global standards
for maternity services in hospitals and maternities. Fa-
cilities first conduct a self-assessment; then indepen-
dent assessors appointed by the national BFHI commit-
tee or UNICEF country offices evaluate them accord-
ing to the above criteria. These same bodies aggregate
information on the numbers and proportions of facili-
ties acquiring “Baby Friendly” status for national and
global reporting (WHO, UNICEF, and Wellstart Inter-
national, 1999).

Whereas this indicator provides useful information on
the availability of baby-friendly services in a given coun-
try, we cite several caveats in its use. First, the number
of facilities achieving “Baby Friendly” status may be
presented more often than the proportion because of
difficulties in ascertaining the total number of materni-
ties required for the denominator. The number of fa-
cilities is clearly affected by country size. For example,
by December 2000, 6312 hospitals in China (or 47 per-
cent of all eligible facilities) had achieved “Baby
Friendly” status compared to 232 (or 66 percent of all
eligible facilities) in Kenya. Ascertaining the number
of maternities in the private sector is particularly diffi-
cult, and in many cases, private facilities may not be
represented in national estimates.

Second, the listing of facilities recorded as “Baby
Friendly” may be out of date because periodic
reaccredidation to maintain standards is voluntary and
depends on the interest and motivation of each indi-
vidual facility. The date of acquiring “Baby Friendly”
status and whether reaccredidation has occurred are not
routinely recorded.
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Indicator

PERCENT OF AUDIENCE WHO KNOW ABOUT THE WARNING/

DANGER SIGNS OF NEWBORN COMPLICATIONS

Definition
Community knowledge and awareness of the warning/
danger signs of newborn complications

The “audience,” the intended population for the pro-
gram, will usually be mothers in the case of newborn
babies. Husbands or other household members known
to influence decisions about care seeking, as well as
other health care providers (such as traditional birth
attendants), may also need to know about signs of new-
born illness.

“Know” refers to the percentage who can spontaneously
name the warning/danger signs of newborn complica-
tions, (for example, the percentage of mothers who can
name at least three commonly recognized signs of new-
born illness).

This indicator is calculated as:

# respondents who know the warning/
danger signs of newborn complications
Total # of respondents

x 100

Data Requirements
Response to knowledge questions asked in surveys

Data Source(s)
Population-based survey, preferably with a representa-
tive sample of the audience

Purpose of Issues

The purpose of this indicator is to assess community
knowledge and awareness of the warning/danger signs
of newborn complications in order to plan and monitor
the impact of BCC program efforts at a community level.

Because most babies are born at home or are discharged
from the hospital in the first 24 hours, increasing com-
munity awareness of the danger signs of newborn com-
plications is of critical importance for improving new-
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born survival. More babies die in the first week of life
than at any other time in childhood, and those who be-
come ill shortly after birth may deteriorate and die very
rapidly. The warning signs of newborn illness may not
be recognized, because they are often much less pro-
nounced than those in an older child or adult. Commu-
nity members can, nevertheless, learn to recognize signs
and symptoms of newborn illness (Bang et al., 1999).

The limitations of assessing community knowledge of
signs and symptoms of newborn illness are similar to
those outlined for obstetric complications. (See indica-
tor Percent of the Audience Who Know About the
Danger/Warning Signs of Obstetric Complications.)

A major limitation with newborn complications is that
little consensus exists on which signs and symptoms
the general public can use to improve the early diagno-
sis of serious illness at the community level. Algorithms
shown to be sensitive and specific in clinical settings
are too complex for use by the general public (McCarthy,
Lawn, and Ross, 2001). More simple measures are less
specific and will lead to larger numbers of newborns
receiving unnecessary treatment. However, having some
healthy babies over-treated is preferable to having some
sick babies being under-treated and dying as a result.
Danger signs that have been proposed include:

e Breathing difficulty, irregular or fast (>60
minute);

e Feeding poorly (less than half of usual con-
sumption);
Jaundice, pallor, bleeding;

e Convulsions, spasms, jitters;
Fever temperature greater that 38°C or low tem-
perature less than 36°C; and

e Vomiting green, no stool in 24 hours of life,
swollen abdomen.

(McCarthy, Lawn, and Ross, 2001).

Programs aimed at raising community awareness of neo-
natal illness should carry out formative research to de-
termine what signs of illness are already recognized in



the community and how to adapt general recommenda-
tions to a specific setting. More fundamental research
is required to reach consensus on which signs and symp-
toms caretakers in different settings can consistently rec-
ognize.
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Indicator

PERCENT OF PREGNANT WOMEN WITH AT LEAST Two DOSES

oF TETANUS Toxoip IMMUNIZATION

Definition
The proportion of pregnant women receiving at least
two doses of tetanus-toxoid vaccine (TT2)

This indicator is calculated as:

Total TT2 + TT3 + TT4 + TT5 x 100

Total # of live births

Where TT2, TT3, TT4, TT5 refer to the 2™, 34, 4% or
5" dose of tetanus-toxoid vaccine administered (WHO,
1999a and c).

Data Requirements

From service statistics:

Number of doses of TT2 + TT3 + TT4 + TTS5 given to
pregnant women in a reference period (usually a year)

From population-based surveys:

Number of women giving birth during a reference pe-
riod (e.g., five years) who report receiving at least two
doses of tetanus-toxoid during their last pregnancy and
number of live births in the same reference period

The number of live births serves as a proxy for the num-
ber of pregnant women.

Where data on the numbers of live births for the
denominator are unavailable, evaluators can calculate
total estimated live births using census data for the total
population and crude birth rates in a specified area. Total
expected births = population x crude birth rate

In settings where the crude birth rate is unknown, the
WHO recommends using 3.5 percent of the total popu-
lation as an estimate of the number of pregnant women
(number of live births or pregnant women = total popu-
lation x 0.035) [WHO, 1999a and c.]

Data Source(s)
Service statistics; population-based surveys
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Purpose and Issues

This indicator measures the percentage of women and
births protected against tetanus at the time of delivery
among clients in a given program or among the general
population.

Neonatal tetanus is usually fatal. A woman immunized
with at least two doses of tetanus toxoid according to
the WHO schedule! develops antibodies that protect her
infant against tetanus in the first two months of life.
Tetanus-toxoid immunization is therefore an integral
part of the ANC package offered to women in most de-
veloping countries.

Many national HIS routinely collect this indicator to
provide TT2+ coverage estimates for women attending
facilities for ANC. Most large population-based surveys
also collect data on self reported TT2+ coverage.

Note: Variations in the methods used to measure TT2+
coverage, as well as in the definition of the numerator
and denominator, give rise to differences in the
magnitude and reliability of the estimates obtained. For
example, service statistics record the total number of
doses of a vaccine in the previous /2 months, whereas
surveys tend to record the total number of women who
report receiving at least two vaccinations during their
last pregnancy in a reference period that may be up to
five years.

Service statistics have the disadvantage that they may
be incomplete or inaccurate (WHO, 1999a). They are
also subject to a selection bias and are not representa-
tive of the general population, particularly when ANC
coverage is low. However, they provide the only way of
monitoring coverage on an annual basis and may be
more reliable than self-reported data are.

! Given at least four weeks apart with the second dose
administered before the 36th week of pregnancy.



Surveys provide the only means of obtaining population-
based coverage, but because surveys rely on self-
reporting, they are subject to recall bias that is likely to
increase with the length of the recall period.

Both approaches, however, underestimate the true extent
of TT2+ coverage because both exclude doses of vaccine
administered at times other than specified in the
definition of the numerator even though the doses offer
protection. For example, the doses for the childhood or
mass-immunization campaign are omitted.

Promoting clean delivery and cord care practices as well
as ensuring that women are adequately immunized
against tetanus prior to birth can prevent transmission

of neonatal tetanus. TT2+ coverage should also be re-
ported as well as the number of neonatal tetanus cases
and the proportion of live births with a skilled atten-
dant (as a proxy for clean births).

For prevention of neonatal and maternal tetanus, WHO
recommends giving women a series of five doses of teta-
nus-toxoid vaccine with a minimum interval between
each dose. Each dose increases the level and protec-
tion against tetanus. Each dose counts as a dose to-
wards a five-dose schedule even if given before the rec-
ommended interval. A woman who receives five doses
of tetanus toxoid is fully immunized and is protected
against tetanus throughout her childbearing years.

Table III.LE.3 WHO Recommended Tetanus-Toxoid Series

TT Dose Given

TTI At first contact

TT2 Four weeks after TTI

TT3 At least 6 months after TT2
TT4 At least one year after TT3

TT5 At least one year after TT4

Level of Protection
NIL
80%
95%
99%
99%

Duration of Protection
None

3 years

5 years

10 years

30 years
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Indicator

PERCENT OF HOME BIRTHS WITH CLEAN CORD CARE

Definition

The coverage of clean cord care at the time of home
delivery, either from use of a clean delivery kit or a new
blade to cut the cord (KPC, 2000)?

This indicator is calculated as:

# of home births with a clean delivery
kit or clean blade
Total # of home births

x 100

Clean births kits typically include at least soap, a new
razor blade, cord ties, and a plastic sheet.

Data Requirements

Number of home births with a clean delivery kit or clean
blade in a defined geographical place and time, based
on self-reports of women with children 0-23 months
and number of home births in the same place and time
period

Where data on the numbers of live births for the de-
nominator are unavailable, evaluators can calculate to-
tal estimated live births from the total population and
crude birth rate in a specified area. Total expected births
= population x crude birth rate.

This indicator is most appropriate in settings where fa-
cility births are rare. If facility births occur in signifi-
cant numbers, then evaluators should adjust the denomi-
nator accordingly.

Data Source(s)
Population-based survey (national, regional, district)

Purpose and Issues

This indicator measures the coverage of clean-delivery
and cord-care practices at birth for deliveries that take
place outside a facility.

Tetanus and sepsis are two leading causes of maternal
and neonatal morbidity in the developing world. These
deaths result from contamination from an unclean en-
vironment but could be prevented with improved hy-
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giene and cord care at the time of delivery. Use of clean
home delivery kits and a new blade for cutting the um-
bilical cord have been shown to reduce the incidence of
simple cord infection, but no studies have assessed the
impact on mortality or more serious infections because
of the need for very large sample sizes (Tsu, 2000). Clean
cord care is one of the key elements in the Essential
Newborn Care Package (WHO, 1996a).

Two caveats warrant mention. First, surveys that rely
on a women’s recall of events at the time of delivery
are subject to a recall bias likely to increase with the
length of the recall period. Furthermore, if a woman
was attended by a TBA, she may be unaware whether a
clean delivery kit was used or how the cord was cut. A
courtesy bias may affect the response if respondents are
aware that programs are known to be promoting certain
delivery practices.

The many elements to clean cord care and a number of
alternative or complementary indicators include the fol-
lowing:

e Percent of births in which cord was cut with a
new blade on a clean surface;

e Percent of the intended audience who know the
importance of clean cord care;

e Percent of the intended audience who intend to
observe clean cord care at their next birth; and

e Percent of the intended audience who express
satisfaction with the use of clean cord care at
their last delivery (Koblinsky et al., 1995; Tsu,
2000).

In addition to including beneficial practices, some pro-
grams may wish to monitor the reduction in potentially
harmful practices that encourage the spread of tetanus.
For example:

e Percent of babies whose cord stump was treated
with dung or ashes.

2 Available online at: http://www.childsurvival.com/kpc2000/
kpc2000.cfm



Indicator

PERCENT OF NEWBORNS ATTENDED DURING THE

PoOSTNATAL PERIOD BY A HEALTH CARE PROVIDER

Definition
The percent of newborns attended by a health care pro-
vider during the postnatal period

This indicator is calculated as:

# of newborns attended during the
postnatal period by a health care provider x 100
Total # of live births

The postnatal period begins one hour after the birth of
the placenta and ends 6 weeks later (WHO, 2001b).
Although not officially defined, for the purposes of this
indicator, the postnatal period can be roughly divided
into 3 stages: (1) immediate postnatal period (first 2
hours after birth), (2) early postnatal period (from 2
hours to 12 hours after birth), and (3) late postnatal pe-
riod (from day 2 to day 40).

Data Requirements

Numbers of newborns who are attended during the post-
natal period (the numerator should specify whether new-
borns are seen for the first or subsequent visit); all live
births in the same period

The indicator should be calculated specifying the stage
of postnatal period (for example: percent of newborns
attended within the first two days of birth).

Data Source(s)
Service statistics; population-based surveys

Routine HIS may collect data for this indicator to ob-
tain estimates of postnatal coverage. Routine health ser-
vice data generally lacks information on pregnancies or
births that take place outside the public sector, for ex-
ample in homes or in private sector facilities, and there-
fore should serve to estimate a denominator.

Where data on the numbers of live births for the de-
nominator are unavailable, evaluators can calculate to-
tal estimated live births using census data for the total

population and crude birth rates in a specified area. 7o-
tal expected births = population x crude birth rate

Purpose and Issues

The main purpose of an indicator for postnatal care is
to provide information on the use of postnatal services
and to provide a measure of access to services for new-
borns in the postnatal period.

More deaths occur in the early postnatal period than at
any other time of life. Relatively little attention has fo-
cused on developing postnatal services, however, and
no clear recommendations on the optimal frequency,
timing, content and delivery of postnatal care exist. Con-
sensus is beginning to emerge in a number of areas. For
example:

e Ideally, all women and newborns should be seen
together in the postnatal/partum period to per-
mit the early detection and treatment of com-
plications that occur commonly after birth and
to provide preventive care to both mother and
baby (WHO, 1998a; WHO, 2001a).

e Preventive care for mothers should include vac-
cination against tetanus; provision of vitamin
A and iron; and counseling on appropriate new-
born care, hygiene, breastfeeding, malaria pre-
vention and nutrition. Preventive care for ba-
bies should include early BCG, polio, and hepa-
titis immunization (WHO, 1998b; WHO,
2001a); and

e In the absence of problems, postnatal visits
should take place at 6-12 hours, 3-7 days, and
4-6 weeks. The major priority is for a visit in
the first 24 hours. (WHO, 1998a).

Many routine HIS and population-based surveys col-
lect data on postnatal care coverage. Annual statistics
are only possible through HIS. Surveys of PNC cover-
age every three to five years are sufficient. More fre-
quent measurement is inappropriate because sampling
errors make it difficult to assess whether small changes
are real or due to chance variation.
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Postnatal care coverage should respond to program in-
terventions aimed at increasing coverage in the short
term.

Several additional points concerning the interpretation
of this indicator are worth emphasizing.

First, the lack of an agreed-upon operational definition
of postnatal care makes valid international comparisons
difficult. Postnatal care is a package of services and not
one single intervention. Because the content and qual-
ity of care are likely to vary between settings, similar
coverage rates do not necessarily reflect similar levels
of care.

Second, postnatal coverage rates should make explicit
whether care was provided principally for the mother
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or baby, or both mother and baby, because this detail
may be difficult to determine retrospectively. The cur-
rent DHS questionnaire, for example, asks about post-
partum care for the mother, but not for the baby, and
routine HIS may not make such distinctions.

Third, postnatal care coverage should ideally be strati-
fied by the age of the baby after birth to get a better
measure of access to services in the immediate postna-
tal period. Routine HIS usually collects data on postna-
tal coverage without specifying when this visit took
place.

Finally, surveys relying on a woman'’s recall of events
are subject to a recall bias likely to increase with the
length of the recall period.



Indicator

PERCENT OF LIVE BIRTHS WiITH LOow BIRTH WEIGHT

Definition
Low birth weight (LBW), which is defined as a body
weight at birth of less than 2,500 grams (g)

This indicator is calculated as:

# of births <2500g
Total # of live births

x 100

LBW has two main causes: preterm birth and intrauter-
ine growth retardation (IUGR). LBW is often used as a
proxy indicator to quantify the magnitude of [UGR in
developing countries because valid assessment of ges-
tational age is generally not available.

Preterm birth: The term preterm birth is used for in-
fants born before 37-weeks completed gestation. Most,
but not all, premature newborns in developing coun-
tries weigh less than 2500g.

Intrauterine growth retardation (IUGR): a condition in
which fetal growth has been impaired. In developing
countries, maternal under-nutrition and maternal ill
health including malaria, anemia and acute and chronic
infections (e.g., STIs) are major causes.

Data Requirements

Number of newborns with a birth weight less than
2,500g in a defined time period (e.g., 12 months) and
number of live births in the same time period

Data Source(s)
Population-based surveys; health services data

Routine HIS may collect data for this indicator to ob-
tain estimates of LBW for facility births.

Purpose and Issues

Approximately 1 in 6 newborns, or 17 million babies,
are born every year with low birth weight. Low birth
weight is the single most important predictor of new-
born well-being and survival. Because maternal under-

nutrition is a major determinant of LBW, high rates of
LBW should be interpreted not only as an indicator of
newborn under-nutrition, morbidity, and mortality, but
also as an indicator of maternal well being. One of the
goals of the World Summit for Children is to reduce the
incidence of low birth weight to less than ten percent
(ACC/SCN, 2000a).

In developing countries, approximately two thirds of
LBW is caused by IUGR, and the remaining one third
is due to preterm birth, although some preterm babies
also have IUGR. By contrast, in developed countries,
the majority of low birth weight is due to preterm birth.

Low-birth-weight babies are ten times more likely to
die than babies weighing over 3 kg. They are also more
likely to have impaired cognitive development and to
develop acute illnesses such as diarrhea and pneumo-
nia in early infancy (ACC/SCN, 2000a).

Obtaining reliable estimates of low birth weight in the
general population is difficult. In many developing coun-
tries, the majority of births occur at home and babies
are not weighed; thus, the data that are available come
from a relatively small proportion of facility births.

Many household surveys collect data on birth weight,
but since the weights reported are mainly from facility
births, these data are also subject to selection bias. Some
household surveys (such as the DHS) ask mothers to
state whether their baby was smaller than average or
very small; and at an aggregate level these data may be
used to estimate incidence of low birth weight at a na-
tional level. Regional estimates are also possible if the
sample size is sufficiently large (Boerma et al., 1996).

This indicator measures one of the major objectives of
safe pregnancy/neonatal interventions: to prevent low
birth weight. However, since low birth weight is due to
many complex factors, changes in low-birth-weight in-
cidence occur slowly. Estimates every five years are
probably reasonable and consistent with the schedules
of many large surveys (e.g., the DHS). Evaluators must
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recognize that this indicator will be slow to change, even
with well-executed interventions.

Several caveats pertain to LBW. First, aggregate fig-
ures of low-birth-weight incidence may hide important
differentials between sub-groups at risk. Second, heap-
ing of birth weight recording in multiples of 500g is
common and affects the incidence of low birth weight.
Heaping is particularly a problem with survey data but
also affects facility data to some degree.* Third, survey
data rely on women’s reports of their infant’s birth
weight and are subject to recall bias. Validation studies
from the United States suggest that mothers are able to
recall their baby’s weight accurately, but we are not
aware of similar large-scale studies conducted in de-
veloping countries.
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3 Heaping occurs when respondents do not know the exact
weight. Estimated weights are often reported on certain
preferred weights, such as multiples of 100 or 500 grams.



Indicator

NUMBER OF NEONATAL TETANUS CASES

Definition

The number of neonatal tetanus (NT) cases in a given
year, in a defined population, including both suspected
and confirmed cases

A suspected case: any neonatal death between 3-28 days
of age in which the cause of death is unknown; or any
neonate reported as having suffered from neonatal teta-
nus between 3-28 days of age and not investigated.

A confirmed case: any neonate with a normal ability to
suck and cry during the first 2 days of life; and who
between 3-28 days of age cannot suck normally and
becomes stiff or has convulsions (i.e., jerking of the
muscles) or both.

The basis for case classification is entirely clinical and
does not depend on laboratory confirmation. NT cases
reported from hospitals are considered confirmed
(WHO, 1999a).

Data Requirements
Number of neonatal tetanus cases or deaths

Data Source(s)

Population based NT mortality surveys; neonatal teta-
nus surveillance systems; and population-based surveys
(TT2+ coverage, number of live births)

Purpose and Issues

Neonatal tetanus is a major public health problem in
the developing world. Each year approximately half a
million infants and almost 50,000 mothers die from teta-
nus acquired around the time of delivery. Current ef-
forts focus on eliminating NT by 2005 in the 57 coun-
tries still reporting the disease. (The Expanded Program
of Immunization, EPI, defines elimination of tetanus as
a reduction in the incidence to fewer than 1 case per
1000 live births in every district of every country)
[WHO,1999a].

Because the case fatality is very high in most develop-
ing countries, the number of neonatal tetanus cases is
often based on actual or estimated numbers of NT
deaths.

In countries with tetanus toxoid immunization cover-
age (TT+) of over 90 percent and a clean delivery rate
over 80 percent, the number of neonatal tetanus cases
is taken as the number of neonatal tetanus deaths re-
ported.

In countries with lower coverage, an estimate of the
number of NT cases is based on an estimate of NT deaths
calculated from the number of live births, the neonatal
tetanus mortality rate (NTMR), TT2+ coverage, and vac-
cine efficacy (VE).

Some countries occasionally conduct NT mortality sur-
veys, although most countries with a high proportion of
neonatal tetanus deaths carry out routine surveillance
in “high risk” areas. Unfortunately, surveillance sys-
tems function poorly, and neonatal tetanus continues to
be seriously underreported. Community-based NT mor-
tality surveys, for example, suggest that routine surveil-
lance systems detect only two to eight percent of all
cases (WHO, 1994b). For this reason, WHO recom-
mends using the following calculation in most settings.

Live births x NTMR x

# of NT deaths in 1 year= (1-TT2+ x VE)

Where:

NTMR = the baseline Neonatal Tetanus Mortality Rate
(mortality rate in unvaccinated cases);

TT2+ = Tetanus-toxoid-immunization coverage; and

VE = Vaccine efficacy (estimated as 0.95).
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The NTMR used is the latest value reported in each
country where a nationwide survey was undertaken; if
no surveys were conducted, a rate of 1, 5, 10, 15 cases
per 1000 live births is allocated on the basis of the
NTMR reported in countries with similar risk factors.
In Latin America the WHO Regional Office (AMRO)
uses a correction factor for the sensitivity of the sur-
veillance system to adjust for the numbers of reported
neonatal tetanus deaths (WHO, 1994b).

Countries with NT surveillance systems assess their
progress annually. Demographic surveys, providing neo-
natal mortality at 4-14 days on a 3-5 year basis, serve to
evaluate surveillance data.

A number of caveats warrant mention. First, this indi-
cator reflects the overall magnitude of the problem of
neonatal tetanus deaths but does not offer a precise es-
timate because of serious underreporting from surveil-
lance data and because of the many assumptions inher-
ent in the WHO calculation. Second, because this indi-
cator is reported as a number rather than as a propor-
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tion, countries with lower rates of NT deaths but larger
populations will rank ahead of countries with propor-
tionately higher deaths rates. Third, aggregate figures
at a national level may disguise pockets of high risk in
certain subgroups (for example in rural populations or
low-caste groups).

Surveillance systems reporting the number of NT cases
should also give the percent completeness of reporting
(number of NT reports received/the number of reports
expected in the same time period). Neonatal-tetanus
deaths should also be reported in conjunction with TT2+
coverage and the proportion of live births with a skilled
attendant (as a proxy for proportion of clean deliver-
ies).

In countries where NT is a recognized problem, popu-
lation-based surveys may provide information on lev-
els and trends of neonatal mortality. These surveys pro-
vide information on neonatal mortality at 4-14 days,
which is a sensitive indicator of NT mortality (Boerma
et al., 1996).



Indicator

NEONATAL MORTALITY RATE (NMR)

Definition
The number of neonatal deaths per 1000 live births

A neonatal death is defined as a death during the first
28 days of life (0-27 days).

# of neonatal deaths x 1000

Total # of live births

The NMR is often broken down into early and late mor-
tality rates. The Early Neonatal Mortality rate (ENMR)
is calculated as follows:

# of neonatal deaths 0-6 days  x 1000

Total # of live births

The late neonatal mortality rate (LNMR) is calculated
as follows:

# of neonatal deaths 7-27 days x 1000
Total # of live births

Data Requirements

Number of neonatal deaths in a given population and
reference period and number of live births in the same
population and reference period

Data Source(s)
Vital registration; population-based surveys; services
statistics

Where data on the numbers of live births for the
denominator are unavailable, evaluators can calculate
total estimated live births using census data for the total
population and crude birth rates in a specified area. Total
expected births = population x crude birth rate

Routine HIS may collect data for this indicator to ob-
tain estimates of the NMR for facilities. Facility data
are not recommended for estimating the NMR for the
general population, because in many settings, many neo-
natal deaths and live births occur outside the health sys-
tem, which will cause substantial selection bias.

Purpose and Issues

The NMR is a key outcome indicator for newborn care
and directly reflects prenatal, intrapartum, and neona-
tal care. In addition, as infant mortality rates decline,
the proportion of infant deaths that occur in the neona-
tal period typically increases. The NMR differs from
the perinatal mortality rate in that it focuses only on
deaths among live births and covers a longer period af-
ter birth. Information on live births is generally thought
to be easier to obtain than information on non-live births
and is more widely available, because many popula-
tion-based surveys such as the DHS typically only col-
lect information on live births. Early neonatal deaths
are more closely associated with pregnancy-related fac-
tors and maternal health, whereas late neonatal deaths
are associated more with factors in the newborn’s envi-
ronment.

In many countries, vital registration data are not suffi-
ciently complete to allow reliable estimation of the
NMR. The standard techniques for collecting data on
live births and neonatal deaths in population-based sur-
veys have been widely applied in programs such as the
WEFS and DHS. Data quality is an important issue; com-
mon problems include omission of deaths, particularly
very early neonatal deaths, and heaping of the reported
age at death on 7, 28, or 30 days.* Heaping on these
digits is particularly problematic because it will lead to
the misclassification of early neonatal deaths as late
neonatal death (7 days) or late neonatal deaths as post-
neonatal deaths (28 and 30 days).

Evaluators typically calculate NMR at a national or in-
ternational level. They may also obtain sub-national

* Heaping occurs when respondents do not know the exact
age at death. Estimated ages at death are often reported on
certain preferred ages, such as 7, 28, or 30 days, leading to a
distorted age distribution of deaths in which too many deaths
are reported at these preferred ages, and too few at the ages
just before and after.
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estimates if sample sizes are sufficiently large. The
NMR is sometimes calculated at a facility level to moni-
tor the outcome of delivery and newborn care in health
facilities. Reliable estimates for individual facilities
can only be obtained for very large facilities with large
numbers of deliveries and neonatal admissions.

The NMR may respond fairly quickly to programmatic
interventions, for example, immunizing all pregnant
women in areas of high tetanus prevalence. However,
survey-based estimates are generally subject to relatively
large sampling errors, so it is impossible to detect
changes over short periods of time unless the changes
are quite large. Also, survey-based estimates are often
based on a five-year period prior to the survey. There-
fore, we recommend collecting survey-based estimates
of the NMR not more than every three to five years.

One limitation of note is the NMR’s sensitivity to

changes in the quality of data. For example, a rise in
the NMR may indicate deterioration in newborn health
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outcomes, or it may indicate an improvement in the re-
porting of neonatal deaths. Therefore, assessing data
quality is essential to analysis.

Also, evaluators should interpret comparisons of facil-
ity-based estimates of the NMR very carefully because
the NMR in a facility is very sensitive to the case mix
of deliveries and neonatal admissions. One should not
interpret a higher NMR in one facility as suggesting
that the quality of neonatal care is worse in this facility
because the NMR may rise or fall in response to changes
in the case-mix. Additionally, improvements in prena-
tal and intrapartum care and advances in medical tech-
nology may increase the NMR because babies who may
otherwise have been stillbirths may survive delivery
only to die in the neonatal period. For these reasons, we
recommend that evaluators break down facility-based
estimates of the NMR by birth weight (see Birth Weight
Specific Mortality Rate) and by admission status (di-
rect admission or transfer-in) as a proxy for case mix.



Indicator

PERINATAL MORTALITY RATE (PMR)

Definition
The number of perinatal deaths per 1000 total births

A perinatal death is a fetal death (stillbirth) or an early
neonatal death.

The perinatal mortality rate is calculated as:

# of perinatal deaths x 1000

Total # births (still births+ live births)

A stillbirth is the death of a fetus weighing 500g or more,
or of 22-weeks gestation or more if weight is unavail-
able (ICD 10).

An early neonatal death (END) is the death of a live
newborn in the first 7 days (i.e., 0-6 days) of life.

Great variation exists both between and within coun-
tries on how the stillbirth component of perinatal mor-
tality is recorded, particularly for early stillbirths that
occur at 22- to 27-weeks gestation. For international
comparisons, WHO suggests including only deaths of
fetuses weighing at least 1000g, or of 28-weeks gesta-
tion or more if weight is unavailable. Presentations of
the PMR should include a clear statement of the defini-
tion of perinatal mortality used.

In practice, in most developing countries accurate data
on birth weight or gestational age are difficult to ob-
tain.

Data Requirements
Number of perinatal deaths in a given population in a
given reference period (i.e., 12 months) and number of
births (live births + stillbirths) in the same population
and reference period

Data Source(s)
Population-based surveys; vital registration; service sta-
tistics

Routine HIS may collect data for this indicator to ob-
tain estimates of the PMR for facilities. Facility data

are not recommended for estimating the PMR for the
general population because in many settings, many peri-
natal deaths and live births occur outside the health sys-
tem, which will cause substantial selection bias.

Purpose and Issues

The PMR is a key outcome indicator for newborn care
and directly reflects prenatal, intrapartum, and newborn
care. It has also been proposed as a proxy measure of
maternal health status and mortality, but a recent study
has cast doubt on its use as a proxy for maternal mortal-
ity (Akalin et al., 1997).

Because the PMR includes both fetal deaths and deaths
in the first week of life, it avoids conflicting judgments
as to whether a fetus exhibited signs of life and varia-
tions in administrative practice regarding whether or
not a death should be counted. In many countries, how-
ever, vital registration data are not sufficiently complete
to allow reliable estimation of the PMR. Techniques
now exist for collecting data on stillbirths, live births,
and early neonatal deaths in population-based surveys
(pregnancy histories) and applied in surveys including
the DHS. However, there has been relatively less expe-
rience with pregnancy histories than with birth histo-
ries because of concerns about the quality of retrospec-
tively reported pregnancy histories. Common problems
with data quality include:

e Omission of stillbirths and early neonatal
deaths;

¢ Difficulty in obtaining accurate information on
gestational age or birth weight leading to the
misclassification of stillbirths as late spontane-
ous abortions; and

e Heaping of the reported age at death of live
births on 7 days, leading to the misclassification
of early neonatal deaths as late neonatal deaths.*

* Heaping occurs when respondents do not know the exact
age at death. Estimated ages at death are often reported on
certain preferred ages, such as 7, 28, or 30 days, leading to a
distorted age distribution of deaths in which too many deaths
are reported at these preferred ages, and too few at the ages
just before and after.
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Prospective population-based surveys of pregnant
women provide better quality data, but are expensive to
undertake.

Evaluators typically calculate the PMR obtained from
large population-based surveys at a national level and
may aggregate data across countries to obtain a global
or UN subregion statistic. Evaluators may also obtain
sub-national estimates if sample sizes are sufficiently
large.

The early neonatal component of the PMR may respond
relatively quickly to programmatic interventions, for ex-
ample, following the introduction of elements of the
WHO “Essential Newborn Care Package.” The stillbirth
component may decline more slowly because it depends
more on interventions that influence primarily mater-
nal health and on the availability of technologies such
as cesarian section. Survey-based estimates are gener-
ally subject to relatively large sampling errors, so de-
tecting changes over short periods of time is impossible
unless the changes are quite large. Also, retrospective
survey-based estimates are often based on a five-year
period prior to the survey. Therefore, evaluators should
collect survey-based estimates of the PMR not more
than every three to five years.
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The following caveats bear mention. The PMR is sen-
sitive to changes in the quality of data. For example, a
rise in the PMR may indicate deterioration in perinatal
outcomes, or it may indicate an improvement in the re-
porting of perinatal deaths. Therefore, an assessment
of data quality is an essential component of analysis.
In this context, evaluators often find it useful to sepa-
rate the PMR into its two components: stillbirths and
early neonatal mortality. Data quality is generally more
problematic for stillbirths than for early neonatal deaths,
because the problems of obtaining gestational age and
ambiguity over the definition of stillbirths and fetal
deaths are much less likely to be reported than deaths
of live births (WHO, 1996b).

Evaluators should interpret facility-based estimates of
the PMR with caution. The PMR in a facility is very
sensitive to the types of deliveries occurring in the fa-
cility. Consequently, it may rise or fall in response to
changes in the complexity of deliveries in the facility.
In small facilities, the PMR will be very unstable be-
cause of the small number of deliveries and perinatal
deaths; thus, the PMR is ineffective for monitoring
change over time within the facility.



Indicator

BIrRTH WEIGHT SPECIFIC MORTALITY RATE (BWSMR)

Definition

The Birth Weight Specific Mortality Rate (BWSMR)
is a stratification of a newborn mortality rate by birth
weight grouping. (See indicator Neonatal Mortality
Rate — NMR.) For example, the Birth Weight Specific
Neonatal Mortality Rate for births over 2,500g is cal-
culated as:

# of neonatal deaths weighing over
2,500 g at birth
Total # of live births weighing over
2,500 g at birth

x 100

And for births under 2,500g is calculated as:

# of neonatal deaths weighing under
2,500g at birth
Total # of live births weighing under
2,500g at birth

x 100

Evaluators can calculate birth weight specific mortal-
ity rates for perinatal deaths and stillbirths on the same
basis.

Data Requirements
Number of deaths in a particular birth weight grouping
and total number of births in the same weight grouping

Data Source(s)
Service statistics

HIS may collect data for this indicator in highly devel-
oped systems.

Purpose and Issues

As discussed in the preceding sections, birth weight is
one of the most sensitive predictors of infant survival
and is also a good predictor of maternal health and well-

being. The mortality rate for low birth weight babies is
much higher than for those with a normal birth weight.
Stratifying newborn deaths by birth weight helps to
determine the cause of death and therefore to identify
where interventions are needed. For example, deaths of
very small babies are more likely related to maternal
causes predisposing to intrauterine growth retardation
and preterm birth, whereas deaths of normal birth weight
babies are more likely to be related to intrapartum as-
phyxia and poor obstetric care. In the first case, inter-
ventions should focus on the mother (improving nutri-
tion and reducing antenatal infection) and, in the sec-
ond case, should focus on improving the quality of de-
livery care. Evaluators can obtain additional informa-
tion by stratifying birth weight by time of death (see
Table I11.E.4).

Evaluators can collect this type of indicator only in set-
tings where all babies are weighed. It is therefore most
appropriate for use in health facilities but has served in
some community settings as part of a maternal and peri-
natal health care surveillance system (McCarthy, Lawn,
and Ross, 2001).

One useful application of this type of disaggregation is
to examine the number of intrapartum deaths in normal
birth weight babies. If the quality of obstetric care is
good (and women are not presenting very late in labor),
then very few intrapartum deaths should occur because
deliveries are expedited rapidly. The proportion of still-
births in babies of normal birth weight may serve as a
proxy indicator for intrapartum asphyxia and quality of
delivery care.
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This chart is a simplified representation of the BABIES (Birth weight, Age at death, Boxes, Intervention, Evalu-
ation System). A more detailed explanation of this matrix and technique for interpreting the results appears in The

Table II1.E.4 Potential Causes of Death for Specific Age and Birth Weight Categories

Weight Fetal Death Intrapartum Early Neonatal Late Neonatal
Death Death Death

Maternal infection, | Complications of Complications of Infection,
e.g. syphilis, other | preterm preterm ARI
STIs labor/TUGR labor/TUGR
Medical Asphyxia Infections Late complications

Less complications of prematurity

than APH

2500g | Hypertensive
disease

Tetanus

Maternal infection, | Asphyxia and birth | Asphyxia and birth | Infections,
e.g. syphilis, other | trauma trauma ARI

2500g | STIs,

and malaria

Above
Medical Maternal infection | Infection Tetanus
complications
APH
Hypertensive
disease

Healthy Newborn.: A Reference Manual for Program Managers (McCarthy, Lawn, and Ross, 2001).
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Percent of pregnant women who gain at least one kg per month in the last
two trimesters of pregnancy

Percent of non-pregnant women of reproductive age who have low body
mass index (BMI)

Percent of women with low mid upper arm circumference (MUAC)

Percent of service delivery points with adequate supplies of mineral/vita-
min supplements

Percent of pregnant women who receive the recommended number of iron/
folate supplements during pregnancy

Percent of women of reproductive age with anemia

Percent of women living in households using adequately iodized salt
Percent of women who receive vitamin A supplementation in postpartum
visits

Percent of women with low serum vitamin A concentration

Percent of women with night blindness in last pregnancy



Nutrition deficiencies diminish not only the individual
woman’s quality of life but also that of her children,
family, and community because women are often in-
come earners, food producers, and family caretakers.
Adequate nutrition is vital both to the health and repro-
ductive outcomes of women and to the health, survival,
and development of their children. However, women’s
nutrition programs lack the resources often available to
other nutrition and public health programs, in part be-
cause undernutrition in women often does not manifest
itself through conspicuous outward signs. Nutrition
often receives the lowest priority in terms of money
spent (on either programming or evaluation), especially
where nutrition interventions are embedded in a broader
antenatal or MCH program. Often policymakers, pro-
gram designers, and service providers direct their inter-
est and efforts to “more pressing” issues.

Nutritional intervention programs tend to target the fol-
lowing three problems: (1) general nutritional deficiency
(e.g., inadequate dietary intake), (2) specific micronu-
trient deficiencies, and/or (3) diseases directly affect-
ing nutritional outcome (e.g., malaria, helminths). In-
tervention strategies addressing the first two problems
include provision of supplements (food supplements,
micronutrients), food production strategies, food-based
strategies (genetic engineering, agricultural interven-
tions), and dietary behavior change. Interventions to
combat malaria and parasitic diseases include presump-
tive and therapeutic treatment. The indicators in this
section reflect the tendency of nutritional interventions
to date to promote women’s nutrition as a means of im-
proving pregnancy outcomes, rather than as an end unto
itself. We anticipate certain adaptations in the indica-
tors to monitor women’s nutrition programs, as inter-
ventions increasingly focus on the nutritional status of
women — because of the benefits improved nutrition will
have on the well-being of the individual woman as well
as of her child(ren).

At the program level, there is growing awareness that
health and nutrition programs implemented well before
women become pregnant will have long-term impacts

Part IIL.F

WOMEN’S NUTRITION

on both the mother and child, one reason for which in-
ternational donor agencies have demonstrated a renewed
interest in women’s nutrition and nutrition education.
Intervention strategies need to go beyond the conven-
tional approach of providing services to pregnant women
and mothers through traditional maternal and child
health care programs; they must also take advantage of
the opportunities presented through community-based
approaches (village volunteers, community events as a
venue for health and nutrition messages) and must link
nutrition with initiatives implemented in other sectors
(e.g., agriculture extension, education, micro-credit).

This Compendium presents women’s nutrition as a dis-
crete topic. Yet at the field level, programmatic activi-
ties involving women’s nutrition are usually integrated
(“bundled”) with other health services. Indeed, women’s
nutrition is intricately linked to other health outcomes.
For example, when parasitic diseases and malaria di-
minish the nutritional status of women, the health sta-
tus of the newborn suffers. The natural link between
women’s nutrition and safe motherhood is further en-
forced by the programmatic reality that prenatal visits
allow the public health establishment to reach pregnant
women of reproductive age with other health interven-
tions. A woman’s nutritional status also influences the
body’s ability to fend off infections, including opportu-
nistic infections associated with HIV. The prevalence
of AIDS in a given area in turn affects women’s nutri-
tional status, if the population becomes so depleted that
it cannot accomplish basic household activities because
of illness, fatigue, loss of income, and increased medi-
cal expenses.

Nutrition also plays a key role in adolescent health pro-
grams. Nutritional intake during childhood and adoles-
cence directly affects health and well-being at all stages
in life. Well-nourished girls perform better in school
and have a greater capacity for physical activity than
do undernourished girls. Adequate nutrition in child-
hood also determines whether a young woman will reach
her own childbearing years with adequate weight and
nutritional status to produce a healthy child. Moreover,
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nutrition-related interventions appear to be more effec-
tive in changing behavior among younger than older
women; thus, investments in youth programming may
lead to more sustainable behavior change over time.

This section focuses on two types of results: outputs
measured at the program level (e.g., results among cli-
ents or other facility-based data) and outcomes mea-
sured at the population level. Because the latter requires
data from Multi-Indicator Cluster Surveys (MICS),
Knowledge, Practices, and Coverage (KPC) surveys,
and DHS-type or other representative surveys of the
population in the area of project activity, organizations
with limited human or financial resources for program
evaluation may find it unfeasible to gather population-
based data. As is true in other areas of reproductive
health, program-based and population-based data can
provide very different information regarding coverage.
For example, the different data may simultaneously re-
veal a high level of supplementation coverage of preg-
nant women attending prenatal clinics, but a very low
coverage of pregnant women in the population (if rela-
tively few pregnant women attended prenatal care). For
the indicators mentioning both program- and popula-
tion-based data as sources of data, this caveat warrants
attention.

The section does not explicitly cover the indicators most
useful for diagnostic or screening purposes (i.e., to iden-
tify vulnerable populations in need of food supplemen-
tation), although two indicators — Percent of Non-preg-
nant Women of Reproductive Age Who Have Low
Body Mass Index (BMI) and the Percent of Women
with Low Mid Upper Arm Circumference (MUAC)
— can serve this end. We include two biological mark-
ers — serum vitamin A and hemoglobin — that programs
with budgets sufficient to collect such data may find
useful to measure. However, many programs may opt
to omit them, because they can be more expensive, time-
consuming, and logistically difficult to collect than other
nutrition indicators. Different intervention priorities,
such as the use of multi-vitamins or calcium supple-
ments, are expected to gain increasing prominence in
the coming years. However, because these interven-
tions remain largely experimental, we have omitted in-
dicators for them in the Compendium.
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Women’s nutrition differs programmatically from other
RH areas in that the causal chains are longer and more
complex, in part because of confounding biological fac-
tors. As such, reaching members of the intended audi-
ence with the intervention does not guarantee the ex-
pected effect. In family planning programs, one assumes
that when a woman uses an effective method of contra-
ception correctly, she will avoid pregnancy. By contrast,
in the case of women’s nutrition, a thin woman (and her
thin child) may need food energy but fail to respond to
increased food intake because of HIV infection, TB, or
malabsorption. Thus, when program planners design and
evaluators assess programs, they must specify intended
effects and the size of the expected effects, taking into
consideration contextual factors. The selection of indi-
cators then follows.

The selection of indicators depends upon the type of
program: national versus small area, formative/pilot
versus ongoing. In the area of women’s nutrition, for-
mative/pilot studies continue to play an essential role
in understanding the multi-causal nature of most nutri-
tion problems, and indicators based on biochemical data
can be very useful in this context. Such measures may
be less practical for national programs. However, the
DHS has demonstrated the feasibility of collecting
samples using the finger-prick technique to measure the
prevalence of anemia at the national level.

Where possible, evaluators should look for data that
already exist or will be collected as part of larger sur-
veys using widely accepted data-collection methods,
such as the DHS, MICS, and KPC surveys. While very
little research has tested the validity and responsive-
ness of women'’s nutrition indicators, a recent analysis
of data from the Philippines (Adair, 1998) demonstrates
the utility and importance of this type of research.

The inclusion of women’s nutrition in the Compendium
reflects a growing interest in and recognition of the
importance of this subject among reproductive health
professionals. As programs designed to improve
women’s nutrition become more widespread, the sci-
ence for evaluating them will advance accordingly. In
anticipation of greater interest in evaluation in this area,
we outline a number of the methodological challenges
for evaluating women’s nutrition programs.



Methodological Challenges of Evaluating Women’s
Nutrition Programs

e Nutrition is a complex area to evaluate because
of the multiple determinants.

Numerous other sections of the Compendium discuss
the problems of establishing a causal relationship be-
tween the intervention in question and the desired out-
come. This challenge applies equally to programs on
women’s nutrition because of the multi-sectoral nature
of determinants of poor nutrition as well as because of
the interventions necessary to improve nutritional sta-
tus. That nutritional interventions are rarely carried out
in isolation of other health programs, further compli-
cates establishing a definitive cause-and-effect relation-
ship.

e The cut-off points for indicators of a woman’s
nutritional status can vary according to the pe-
riod within the reproductive cycle (i.e., during
pregnancy and lactation).

The ideal indicator of women’s nutritional status would
have the same cut-off points or, at least, cut-off points
clearly identified for different periods during the repro-
ductive cycle for all women of reproductive age in a
given population. However, this is often not the case.
For example, there is no clear agreement on the cut-off
points for body mass index (BMI) during pregnancy
and lactation. Furthermore, applying the correct cut-off
points depends on determining whether a woman is preg-
nant or not; such a determination is sometimes impos-
sible in a program setting.

e Because programs with explicit objectives to
improve women’s nutritional status have been
rare, program evaluation in this area is also rela-
tively underdeveloped.

The field of program evaluation in family planning de-
veloped in large part in response to critics who cited
the millions of dollars being spent in this area and who
questioned the effectiveness of programs to achieve re-
sults. In contrast, in terms of women’s nutrition, a fair
amount of work has demonstrated the efficacy of spe-
cific treatments, but far less evaluation has been con-
ducted on the effectiveness of nutritional interventions
at the program level. One possible reason is that
women’s nutrition programs have not been challenged
to demonstrate their effectiveness in terms of health

outcomes (although the evaluation of micronutrient in-
terventions is somewhat an exception to this generali-
zation). Moreover, given the relatively low levels of
funding in this area, few have advocated using limited
resources on sophisticated methods of evaluation. The
trend has been to invest available funds in program ac-
tivity rather than data collection and analysis.

Much of the evaluation of women’s nutrition interven-
tions to date has consisted of process and output type
measures (e.g., number of talks given, number of women
visiting the center, number of food supplements distrib-
uted). Where resources are limited, these measures are
useful to track program activity, and (in the case of mi-
cronutrient supplements) they serve as proxies for popu-
lation-level measures especially in the absence of out-
come measures. However, these measures of process
and output are only as good as the management infor-
mation systems that generate them. The indicators pre-
sented in this Compendium move beyond process to the
results expected from these programs, either at the pro-
gram or population level.

Organization of this Section

As mentioned above, women’s nutrition programs aim
to (1) improve overall nutrition status by increasing
caloric intake, decreasing energy expenditure, or ensur-
ing better care, (2) provide micronutrient supplements
or access to fortified foods — primarily iron, iodine, and
vitamin A (and more recently multiple micronutrient
supplements), and (3) manage diseases directly affect-
ing nutritional outcomes, such as malaria and helminths.
The beneficiaries of these efforts tend to be eligible
women (and their children) in a defined geographical
or administrative area or to be clients of a particular
NGO. The indicators in this section provide useful in-
formation on:

1. The performance of the program in delivering these
services (outputs measured at the program level);

2. The results achieved in terms of nutritional status
(a) in women participating in the program (out-
puts measured at the program level), and/
or
(b) among relevant subgroups of the general
public (outcomes measured at the popula-
tion level, through representative sample
surveys).
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The performance indicators in this section reflect com-
mon interventions for women’s nutrition programs fo-
cusing on women during pregnancy and the post-partum
period.

Interventions for pregnant women include:

e [Iron/folate supplementation (and where appli-
cable, multiple micronutrient supplementation);
Malaria prophylaxis;

e Anthelminthic treatment; and
Increase in food intake.

Interventions for women in the post-partum period in-
clude:

e Vitamin A supplementation;

e [Iron/folate supplementation; and

e Increase in food intake.

Indicators to measure the results of these interventions
among clients and/or relevant subgroups of women in
the general population include:

All women:
¢ Body mass index (to detect thin and overweight
women);

Mid-upper arm circumference (MUAC);
Awvailability of iodized salt in the household;
and

e Serum retinol.
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Pregnant women:
e  Weight gain of at least one kilo/month in last
two trimesters of pregnancy; and
e Night blindness (indicative of vitamin A defi-
ciency).

Table III.F.1 provides an overview of this section. The
indicators are ordered by type of intervention (programs
to increase caloric intake and micronutrient supplemen-
tation including iron, iodine, vitamin A as well as io-
dine fortification). The indicators on prophylaxis or
presumptive treatment for malaria and helminths are
relevant in this section, but appear under Part II1.D on
Safe Motherhood. Within each type of intervention,
those that measure program performance are presented
first, followed by those that measure nutritional status
among clients and/or subgroups of women in the gen-
eral population.



Table III.LF.1 Women’s Nutrition: Types of Interventions, Indicators of Program
Performance, and Indicators of Nutritional Status

Type of Intervention

Measures of Program
Performance (titles abbreviated)

Results in Terms of Nutrition
Status (titles abbreviated)

Interventions to increase energy
intake

Weight gain of at least one
kg/month in pregnant women

Body Mass Index (overweight,
underweight)

Mid upper arm circumference

Micronutrient Supplementation

e Jron

e Jodine

e Vitamin A

Adequacy of supplies at SDP (iron,
iodine, Vitamin A)

Iron folate supplementation during
(last) pregnancy

Percent of women living in
households with iodized salt

Vitamin A supplementation in
postpartum visits

Percent of women with anemia
Percent of women with low-
serum Vitamin A concentration

Percent of women with night
blindness in last pregnancy

Management of diseases directly
affecting nutritional outcomes

e Malaria

e Helminths

Percent of women receiving
treatment during pregnancy

Percent of women receiving
treatment during pregnancy
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Indicator

PERCENT OF PREGNANT WOMEN WHO GAIN AT LEAST ONE KG PER

MONTH IN THE LAST TwWo TRIMESTERS OF PREGNANCY

Definition

The percent of women gaining at least 1.0 kg per month
in the second or early third trimester of pregnancy
(Krasovec and Anderson, 1991a and 1991b)

This indicator is calculated as:

# of women gaining at least 1.0 kg per
month in the second and third trimesters
of pregnancy

Total # of pregnant women

x 100

Data Requirements
Two or more recordings of weight after the third month
of pregnancy

Data Source(s)
Service statistics, prenatal cards, or other clinic-based
records; sample of home-based records reviewed

Purpose and Issues

This indicator measures weight gain during pregnancy,
one of the most critical factors in determining both birth
outcomes and maternal nutritional outcomes of preg-
nancy. Weight gain is particularly important for women
who are underweight prior to pregnancy and for women
who are pregnant during times of acute nutritional stress,
such as famines or seasons of food scarcity. Underweight
women (Body Mass Index <18.5) need to gain between
12.5 and 18 kg during pregnancy in order to lower their
risk of producing low-birth-weight (LBW) babies (IOM/
NAS, 1990). Average weight gains for women in devel-
oping countries (5-9 kg) are much lower than these rec-
ommendations, and much lower than averages for de-
veloped-country women (10.5-13.5 kg). Ata minimum,
women should gain at least 1.0 kg/month during the
last two trimesters. A WHO report (1995a) indicates
that a higher gain of 1.5-2.0 kg per month improves
infant outcomes (LBW and IUGR).
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Low weight gain during pregnancy is associated with
LBW, intrauterine growth retardation (IUGR), gesta-
tional duration, fetal and neonatal mortality, and mater-
nal nutritional status postpartum.

This indicator’s strength is that it reflects the impor-
tance of routine and high-quality antenatal care through
multiple prenatal visits. Moreover, it focuses the atten-
tion and care of both the health worker and the woman
on weight gain and weight gain promotion rather than
simply on determining maternal nutritional status at any
one point in time.

This indicator’s major limitation is that the population
covered may not fully represent the intended popula-
tion, because a very small percentage of women in many
developing countries routinely attend prenatal services.
Frequent attendees tend to be either women with preg-
nancy complications or women of higher socio-eco-
nomic and educational status. The difficulty in moni-
toring maternal nutrition during pregnancy is that many
women do not get antenatal care, or they have only one
visit late in the pregnancy.

This indicator is most often used by NGOs or PVOs
working in a limited geographic area. Evaluators face
difficulty obtaining this information from large public
health centers in developing countries that keep ante-
natal records. An adult scale and antenatal cards are
essential to obtain this information.



Indicator

PERCENT OF NON-PREGNANT WOMEN OF REPRODUCTIVE AGE

WHo HavE A Low Bobpy Mass INnpex (BMI)

Definition

Low Body Mass Index (BMI), the ratio of weight to
height (kg/m?), measures chronic energy deficiency or
“thinness” in non-pregnant women

The standard cut-off for non-pregnant, non-lactating
women aged 15-49, determined by the International
Dietary Energy Consultative Group, is a BMI of 18.5.
Further refinements in levels of CED are:

e Grade I: 17-18.4 (mild);

e Grade II: 16-16.9 (moderate); and

e Grade III: <16 (severe)

(James et al., 1988).

This indicator is calculated as:

# of non-pregnant women with a BMI
below 18.5

Total # of non-pregnant women between
the ages of 15-49

x 100

Data Requirements
Weights (in kilos) and heights (in meters squared) of
non-pregnant women of reproductive age

Data Source(s)
Population-based surveys

Purpose and Issues

The advantage of BMI, a well-accepted measure of en-
ergy deficiency among women, over weight for height
as a measure of thinness is that it does not require refer-
ence tables for interpretation. However, it may present
difficulties to some field workers in service delivery
programs because of the mathematical calculations re-
quired. Tools (e.g., tables, wheels) have been developed
to assist with these calculations.

Rapid changes in anthropometric measures as a result
of the adolescent growth spurt complicate assessing the
nutritional status of those below 18 years of age (i.e., it
increases the variance in BMI). Despite this caveat,

BMI is nonetheless recommended for use with adoles-
cents. A related (additional) indicator to BMI is the
woman’s weight, which reflects both acute and chronic
nutritional stresses. The cut point for identifying women
who are undernourished is 45 kg (ACC/SCN, 1992).

Because BMI varies with body shape or the Cormic in-
dex (sitting height divided by standing height), some
have argued that data on sitting height should be col-
lected where possible and that the BMI should be ad-
justed for the Cormic index. However, others consider
this adjustment to be impractical, given that the calcu-
lation of BMI itself is methodologically challenging to
some field workers.

Evaluators should use caution when they interpret adult
anthropometric results because of the lack of validated
outcome data for interpreting the results. The evalua-
tors should disaggregate data by age and lactational sta-
tus.

Although this indicator specifies non-pregnant women,
BMI also is commonly used to identify women who
need to gain more weight during pregnancy in order to
improve infant outcomes of pregnancy (low birth
weight, intrauterine growth retardation, and perinatal
mortality). It is also used to monitor women during preg-
nancy.

An alternative indicator to BMI in situations where it is
impractical to get weight and height data is that for
middle-upper arm circumference (MUAC), which is
based on a single anthropometric measure. (See next
indicator, Percent of Women with Low Mid Upper
Arm Circumference).

BMI is also useful for identifying women who are over-
weight (BMI > 25.00 kg); a BMI > 29.00 is considered
obese (IOM, 1990). The prevalence of overweight
women is increasing rapidly in certain developing coun-
tries. However, we are not aware of large-scale inter-
ventions to reduce the percentage of overweight women
in a developing country which have been evaluated

343



based on BMI. For this reason, we do not include BMI
to measure overweight as a separate indicator in this
Compendium.

comes.

Gender Implications of this Indicator

Limiting food intake during pregnancy is a gender-
based, harmful cultural practice theoretically linked to
the idea that limiting weight gain will limit the infant’s
head circumference, so that the birth will be less diffi-
cult. The practice primarily occurs in settings such as
South Asia, where women eat last and least, even when
not pregnant. Thus, women frequently enter pregnancy
undernourished and become more so throughout preg-
nancy. In reality, undernourished pregnant women are
at much greater risk of poor birth outcomes than are
nourished women. They are more likely to be vitamin
A-deficient and to be anemic, both of which also in-
crease the risk of maternal and fetal morbidity and
mortality. Some nutritionists believe it beneficial to
limit weight gain during pregnancy; also, they may use
this rationale to save face for being poor and unable to
eat more. More efforts are needed to educate husbands,
mothers-in-law, and communities that pregnant women
must eat more, not less, and that nutritious foods ben-
efit both mother and fetus and lead to better birth out-
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Indicator

PERCENT OF WOMEN WITH A Low Mip-UPPER ARM CIRCUMFERENCE

Definition
The percent of women with a middle upper arm cir-
cumference (MUAC) below 22.5 cm (ACC/SCN, 1992)

This indicator is calculated as:

# of women with a mid upper arm
circumference below 22.5 cm
Total # of women between the
ages of 15-49

x 100

Data Requirements
A measure of MUAC in women of reproductive age
(15-49)

Data Source(s)

DHS or other population-based surveys; the KPC,
survey including the collection of data on the percent-
age of mothers with children under the age of two years
who have a low MUAC

Purpose and Issues

MUAC is an anthropometic measure used primarily for
screening, because it changes slowly in large popula-
tions. However, it is potentially useful for evaluating
the impact of interventions in a given (limited) popula-
tion.

The measure of mid upper arm circumference is a use-
ful anthropometric measure because it’s easily obtained
in clinical settings or during population-based surveys.
The tapes are portable and inexpensive, and persons
with limited education (e.g., community workers, TBAs)
can learn to take this measurement accurately. The mea-
surement of MUAC not only yields useful data but also
raises awareness about nutritional status among those
participating in the study. In settings with limited in-
frastructure and resources, MUAC may be the only fea-
sible anthropometric indicator to use. An additional
advantage is that the same cut-off value can be used to
define undernutrition in both pregnant and non-preg-
nant women because values change only slightly dur-
ing pregnancy.

MUAC is primarily used for screening rather than evalu-
ation purposes. MUAC is correlated with pre-pregnancy
weight and may be useful for identifying pregnant
women at risk of IUGR, especially where scales are not
available (WHO, 1995a). Where used, the data should
be disaggregated by age and reproductive status.

Cut-off values between 21.0 and 23.5 cm are consis-
tently related to biological risk of LBW and fetal and
infant mortality in Asia and Latin America; data are not
available for Africa. Further validation of MUAC is
needed.
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Indicator

PERCENT OF SERVICE DELIVERY POINTS WITH ADEQUATE

SUPPLIES OF MINERAL/VITAMIN SUPPLEMENTS

Definition

“Adequate supply” is the availability and quality of
mineral/vitamin supplements (iron, iodine, and vitamin
A) at the service delivery point (SDP) at the time of
data collection. To compute adequacy, evaluators de-
termine the number of individual doses (daily or other-
wise) of acceptable quality supplements relative to the
client population served. The evaluators should calcu-
late each type of supplement (iron, iodine, and vitamin
A) separately, because the frequency of doses and, there-
fore, the amount necessary depend on the type of supple-
ment (i.e., daily iron supplements vs. single postpartum
dose of vitamin A).

The quality of the mineral/vitamin supplement supply
(iron, iodine, folate, and vitamin A) is acceptable if the
supplements are labeled properly, not expired, and are
stored under the recommended climatic and lighting
conditions. The evaluators should assess adequacy of
each type of supplement separately, because some prod-
ucts are often difficult to procure in a given country
(e.g., iron/folate) in contrast to others more readily avail-
able (e.g., Vitamin A, provided by UNICEF).

This indicator is calculated as:

# of SDPs with an adequate supply of
quality mineral/vitamin supplements
Total # of SDPs

x 100

Data Requirements

A count of the number of SDPs in the catchment area; a
count of the potential client population(s) in the catch-
ment area served at each SDP; a count of units of each
supplement listed by form of the supplement (e.g., iron:
tablets and drops; iodine: tablets and injectables; vita-
min A: high- and low-dose capsules) of acceptable qual-
ity at the SDP; the volume of supply of each mineral/
vitamin in terms of “individual doses;” and number of
doses of each supplement judged (a) to be sufficiently
well stocked and (b) of adequate quality (see opera-
tional definitions below).
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Data Source(s)

Program records indicating the number of SDPs and
the population in the catchment area; and inventory of
each SDP (special study) and inspection of each unit of
supplement to determine the number of supplements that
are of acceptable quality

Purpose and Issues

This indicator is important at the program level to evalu-
ate the extent SDPs have supplements that are both avail-
able and of acceptable quality to meet clients’ nutri-
tional needs. For this indicator to be useful, evaluators
must define the measurement of “adequate” and “of
sufficient quality.” One measures sufficient quantity by
estimating the size of the catchment area and the sub-
group within that area in potential need of the supple-
ment. One then calculates the average quantity of each
supplement needed per recipient in the target popula-
tion for a specific reference period. This approach al-
lows a crude calculation of the ‘“sufficient quantity”
for each supplement. There is no universally accepted
standard for measuring adequate supplies; however,
evaluators should consider the type of supplement, the
frequency of supply, and the amount of supply avail-
able at the SDP when they define adequacy.

Certain criteria for quality apply to all three supple-
ments:

e Supplements should be properly labeled
(supplement name, volume, usage, dosage,
medical contraindications, and expiration date);
Supplements should not have not expired; and
Supplements should be stored in a cool, dry
place, under conditions specified by the manu-
facturers.

Additional criteria for quality also apply to specific
supplements, as follows:

e [Iron: Iron tablets and drops are considered ac-
ceptable if at least 90 percent of the tablets in
the bottle are intact, and if any other recom-
mendations from the manufacturer on proper



storage are being followed; and

e Vitamin A: The quality of vitamin A supple-
ments is considered acceptable if supplements
are stored away from light between 0°C and
30°C, and liquid vitamin A is discarded if it has
been open for more than two months.

This indicator requires that the supplements meet both
criteria: of adequate quantity and of sufficient quality.
Thus, evaluators assess the results of these two factors
simultaneously to determine if a given SDP has an “ad-
equate supply.”

This indicator measures the presence of products at ser-
vice delivery facilities. It does not, however, measure
the effective distribution of these products to the in-
tended beneficiaries. Staff awareness, motivation, and
training will strongly influence this process.

An additional process indicator of the adequacy of sup-
ply is the frequency of stockouts (i.e., the percentage of
SDPs that experience a stockout of supplements at least
once over a 12-month period).

For an additional discussion on indicators for Commodi-
ties and Logistics, see Part IL.E.
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Indicator

PERCENT OF PREGNANT WOMEN WHO RECEIVE THE RECOMMENDED

NUMBER OF IRON/FOLATE SUPPLEMENTS DURING PREGNANCY

Definition
The percent of women who receive iron/folate supple-
ments in accordance with local policy or protocols

USAID (1999) recommends at least 90 tablets of iron/
folate during pregnancy. Alternatively, the IVACG/
WHO/UNICEF (1998) recommendations indicate that
pregnant women should receive iron/folate supplements
for at least six months of pregnancy (and for an addi-
tional three months postpartum if pregnancy anemia
prevalence is > 40 percent).

This indicator is calculated as:

# of pregnant women who receive
iron/folate tablet
Total # of pregnant women

x 100

Data Requirements

Information on the number of pregnant women who
were issued iron/folate tablets during last pregnancy;
the number of tablets issued; and the total number of
women who gave birth in the reference period

Data Source(s)
Program statistics (most common source) or population-
based surveys

Purpose and Issues

This indicator measures whether women who give birth
in a given reference period receive the minimum num-
ber of iron/folate supplements in the form of tablets,
based on local policy or international standards. If the
source of data is a population-based survey, the evalua-
tor should calculate the indicator for the last pregnancy.

Worldwide, iron deficiency is the most common nutri-
ent deficiency, and pregnant women are especially vul-
nerable. Pregnant women need iron to support their
enlarged blood volume, to provide for placental and fetal
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needs, and to replace blood loss in childbirth. The fe-
tus relies on maternal iron stores to create adequate re-
serves of its own, which in tandem with the highly
recessible iron in breast milk, will meet the iron needs
of the normal birth weight infant through the first six
months of life. Iron supplementation is particularly
recommended during the second and third trimesters
when iron stores become depleted over the course of
pregnancy (Whitney, Cataldo, and Rolfes, 1998).

Anemia is defined as abnormally low hemoglobin con-
centration. The results are fatigue, weakness, headaches,
apathy, pallor, and poor resistance to cold temperatures.
Since pregnant women are especially vulnerable, pro-
viding iron/folate supplements is particularly important.
Supplementation early in the pregnancy is desirable, par-
ticularly where deficiency levels are high.

Research also suggests that folate supplements taken at
least one month prior to conception and continued
throughout the first trimester of pregnancy can prevent
neural tube defects. Such defects cause serious disabili-
ties and infant mortality and commonly arise in the first
weeks of pregnancy before a woman may realize she is
pregnant.

This indicator captures the distribution aspect of iron/
folate supplements, but not the actual consumption.
Clients must receive appropriate counseling on why and
how to take iron/folate supplements.

An alternative indicator that reflects the adequacy of
the program in meeting the needs of specific clients is

e Number of tablets distributed per eligible cli-
ent.



Indicator

PERCENT OF WOMEN OF REPRODUCTIVE AGE WITH ANEMIA

Definition
The percent of women of reproductive age who have
anemia, which is an inadequate level of hemoglobin

WHO (2000b) has defined anemia as mild, moderate,
or severe based on the following cutoff values (g/dl)
for hemoglobin level:

Mild Moderate  Severe
Pregnant 10-10.9 7.0-9.9 <7.0
Non-Pregnant 11-11.9 8.0-10.9 <8.0

In short, pregnant women with a hemoglobin level less
than 11g/dl and non-pregnant women with a level less
than 12g/dl are considered anemic.

Note: Evaluators may use mean hemoglobin (a continu-
ous variable) instead of the above categories of mild,
moderate, or severe (the same information in categori-
cal form).

This indicator is calculated as:

# of women who have anemia x 100
Total # of women between the ages

of 15-49

Data Requirements

Hemoglobin concentration measures on a sample of
women of reproductive age (or of women included in a
surveillance system), including both pregnant and non-
pregnant women

Data Source(s)
Population-based surveys or surveillance

Purpose and Issues

Anemia is a condition in which an inadequate number
of red blood cells or an inadequate amount of hemoglo-
bin prevents the body from functioning properly. He-
moglobin is a protein in red blood cells that carries oxy-
gen to the brain, muscular system, immune system, and
other parts of the body. Inadequate oxygen reduces the
physical and mental capacity of individuals.

Over 40 percent of non-pregnant and 56 percent of preg-
nant women in lesser developing countries are anemic
(ACC/SCN, 2000b). In industrialized countries anemia
also affects women, especially those of lower socio-
economic status. Iron deficiency is the primary cause
of most anemia in poor environments. Progressive loss
ofiron stores leading to functional-tissue iron deficiency
precede the occurrence of iron deficiency anemia. In
addition to iron, other nutritional deficiencies (e.g.,
folate, vitamin B-12, and vitamin A) can cause anemia,
as can non-nutritional factors such as acute and chronic
infections (malaria, hookworm, HIV) and genetic con-
ditions such as thalassemia and sickle cell trait.

Various factors may influence estimates of anemia
prevalence, including sex, age, pregnancy status, and
altitude; thus, evaluators must adjust individual level
data for these factors. Among women of reproductive
age, adolescent girls and pregnant women are at most
risk for anemia: adolescents because of the onset of
menstruation and pregnant women because of the in-
creased blood volume associated with pregnancy. Se-
vere anemia among pregnant women resulting from iron
deficiency is associated with an increased risk of ma-
ternal and fetal mortality and morbidity and of intrau-
terine growth retardation (WHO, 2000b).

Additional laboratory tests, such as measurement of se-
rum ferritin and/or malarial and parasitic egg counts,
are necessary to determine if iron deficiency is the pri-
mary “cause” of the anemia. However, these tests are
frequently impractical for field-based use. Until a
simple, cost-effective test for measurement of iron de-
ficiency is widely available and feasible for program
application, the prevalence and distribution of anemia
will continue to be used to estimate the extent, trends,
and severity of both anemia and iron deficiency anemia
at the population level.

This indicator is also useful for monitoring sub-popu-
lations (e.g., pregnant women, lactating women, women
who receive antenatal care, women who receive post-
partum care) and for evaluating interventions directed
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towards these subgroups. Data should be disaggregated
by age and reproductive status.
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Gender Implications of this Indicator

There may be gender-related food taboos that con-
tribute to high levels of anemia by denying women
iron-rich foods. In addition, social norms may dic-
tate the order in which family members eat, thus lim-
iting women’s access to iron-rich foods. It may be
difficult for women to obtain iron folate supplements
if they lack freedom of movement to travel to distri-
bution points or lack access to household financial
resources for transportation to distribution points or
to purchase commodities.




Indicator

PERCENT OF WOMEN L1VING IN HOUSEHOLDS USING ADEQUATELY I0ODIZED SALT

Definition

This indicator, measuring the percent of women who
live in households with iodized salt, is a proxy measure
for the number of women who may be receiving ad-
equate amounts of iodine.

“Adequately iodized salt” is defined as salt containing
15+ ppm of iodine.

This indicator is calculated as:

# of women who live in households
with salt containing 15+ ppm of iodine
Total # of women

x 100

Data Requirements
Results of testing household salt used for cooking and/
or as table salt

Data Source(s)

Population-based household surveys; the testing of
households using iodized salt is part of the core ques-
tionnaire in the DHS and in other surveys such as MICS.

Purpose and Issues

Iodine deficiency disorders (IDD) are prevalent through-
out the world and affect over 570 million people, mainly
in developing countries (WHO, 1993). IDD interven-
tions often focus on women of reproductive age because

of their increased need for iodine during pregnancy.
Iodine deficiency in pregnancy may impair the devel-
opment of the fetus, and thus may cause extreme and
irreversible mental and physical retardation known as
cretinism (Whitney, Cataldo, and Ross, 1998). Mild
deficiency is very common and probably has harmful
effects.

The purpose of this indicator is to evaluate the avail-
ability of adequately iodized salt in a given population.
Salt is the main food seasoning among people all over
the world. Iodization of salt, therefore, is the most ef-
fective means of ensuring that a population receives
adequate amounts of iodine. Moreover, iodizing salt is
relatively easy and low cost.

This indicator is a proxy for iodine status, given the
difficulty of obtaining the latter from large-scale sur-
veys. Where the data permit, disaggregating by geo-
graphical/ecological zone and by socio-economic level
is useful.
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Indicator

PERCENT OF WOMEN WHO RECEIVE VITAMIN A

SUPPLEMENTATION IN POSTPARTUM VISITS

Definition

The percent of breastfeeding and non-breastfeeding
women who receive two high dose supplements
(200,000 IU per dose) of vitamin A within six weeks of
giving birth

This indicator is calculated as:

# of women receiving two high-dose
supplements within six weeks of delivering x 100
Total # of women who deliver within a

given reference period

Data Requirements

The total number of births during a given reference pe-
riod and the number of women receiving two high-dose
vitamin A supplements within six weeks of delivering

Data Source(s)

Program statistics (usual source) or population-based
surveys, such as MICS, DHS, and KPC (possible alter-
native source)

Purpose and Issues

Vitamin A supplementation during lactation raises (and
maintains) the concentration of vitamin A in the breast
milk of women with vitamin A deficiency. Mega-doses
of vitamin A, however, can potentially harm a fetus;
therefore, women who could become pregnant must not
receive vitamin A.

Different expert groups differ on the criteria for the
“safe” infertile period after delivery during which a rela-
tively high dose of Vitamin A supplement may be given.
For example, the 1998 WHO/MI document on Safe Vi-
tamin A dosage during pregnancy and lactation recom-
mends that, in hyperendemic vitamin A-deficient areas,
breastfeeding mothers receive 200,000 IU vitamin A
within eight weeks of delivery — provided the woman is
not pregnant. Non-breastfeeding women can be safely
supplemented within six weeks of delivery. This level
of supplementation will raise and maintain the vitamin
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A content of breast milk and will offset the depleting
effect lactation may have on the mother’s own vitamin
A stores (ACC/SCN, 1994). The IVACG Informal Con-
sultation on Vitamin A Supplementation, Yverdon, Swit-
zerland, recommends a higher dose (400,000 IU), pref-
erably given in two doses within six (for non-
breastfeeding mothers) to eight weeks (for breastfeeding
mothers). To avoid confusion among health personnel
about the safe infertile period, PAHO currently advises
that all mothers take two doses of the supplement
(200,000 IU per dose and at least 24 hours between
doses) within six weeks postpartum (PAHO, 2001). This
recommendation is also advised by UNICEF.

Evaluators usually calculate this indicator from service
statistics, but they can obtain it for the general popula-
tion from population-based surveys. Evaluators should
disaggregate findings for lactating versus non-lactating
women (to ensure that the program is reaching both
groups), also by urban/rural or by socio-economic level,
if the numbers permit.

One potential problem in the calculation of this indica-
tor is the clients may deliver at a different place from
the one where they receive the supplementation. If the
indicator is based on an overall figure for a district, it is
generally more accurate than if it were based on the
data from specific clinics. Similarly, it is essential to
specify whether this indicator measures supplements
distributed through outreach workers to mothers deliv-
ering at home, or only those given at service delivery
points.

Evaluators can adapt this indicator so that it refers to
all women, not just to those in the post-partum period,
to evaluate interventions aimed at all women through
programs such as “Healthy Days” or “National Immu-
nization Days.”

An alternative indicator reflecting the adequacy of the pro-
gram in meeting the needs of specific clients is the number
of capsules distributed per eligible client.



Indicator

PERCENT OF WOMEN WITH Low SERUM VITAMIN A CONCENTRATION

Definition
The percent of women whose serum vitamin A (retinol)
is less than 1.05 umol/l

This indicator is calculated as:

# of women with serum vitamin
A <1.05 umol/l
Total # of women

x 100

Data Requirements
Levels of retinol in serum (note: plasma levels give com-
parable results, WHO, 1996¢)

Data Source(s)
Population-based surveys

Purpose and Issues

Serum retinol has been the indicator used most often in
making a biochemical assessment of vitamin A status.
Methods are now available to measure serum retinol
with only a finger stick (HPLC on 50 uL of serum and
dry-blood-spot techniques are in use; other methods are
under development).

As for validity, the relationship between serum retinol
and vitamin A status as indicated by total-body reserves
is complex and non-linear. Vitamin A circulates in blood
as retinol bound to its specific carrier protein, retinol-
binding protein (RBP). The level of retinol in the blood
is under homeostatic control over a broad range of body
stores and reflects body stores only when they are very
low or very high. Since RBP is an acute phase protein,
acute and chronic infections can make interpretation of
serum retinol levels difficult. Thus, serum concentra-
tion is not a valid indicator of vitamin A deficiency in
individuals, but a frequency distribution of serum ret-
inol concentrations can be informative for populations
(WHO, 1996¢).

Collecting blood samples is clearly essential for using
this indicator. Because the ease of collecting blood
samples varies by setting (e.g., it is particularly diffi-
cult in populations with high prevalence of HIV), the
practicality of this indicator is limited.

Cut-off points for serum retinol to indicate vitamin A
deficiency have been established more firmly for chil-
dren than for women. The cutoff point used most com-
monly for adults is 1.05 umol/l, although some have
used the same cut-off point recommended for children
— 0.7 umol/l. The major justification for this cutoff
point is based on data from the NHANES survey of the
US population presented by Pilch (1987). This study
suggests that serum retinols increase with age; for those
aged 8-74 years, concentrations between 0.7 and 1.05
umol/l may improve with increased consumption of vi-
tamin A, and some individuals with these concentra-
tions may exhibit impairment of function. Evaluators
may find it prudent, depending on the purpose of the
survey, to present data using both cutoff points and so
allow comparisons with the results of almost all sur-
veys.

An alternative measure of vitamin A in lactating women
is based on vitamin A concentration in breast milk.
Breast milk retinol is very useful in evaluating vitamin
A interventions because it has been shown to be the
biochemical indicator most sensitive to measuring the
impact of vitamin A interventions (Stoltzfus and
Underwood, 1995). Logistical difficulties in maintain-
ing the sample under the necessary temperature condi-
tions make it less feasible for use in the context of large-
scale population surveys. Thus, vitamin A concentra-
tion in breast milk is not included as a separate indica-
tor in this Compendium.

353



Indicator

PERCENT OF WOMEN WITH NIGHT BLINDNESS IN LAST PREGNANCY

Definition
The percent of women who had night blindness during
the last pregnancy

Maternal night blindness is marked by impaired scotopic
(adjusting to dim light) vision during pregnancy that
commonly recurs during repeated pregnancies and oc-
casionally extends into the postpartum period (Chris-
tian et al., 1998a).

A prevalence rate of night blindness in pregnant women
higher than five percent signals that vitamin A deficiency
is a problem of public health significance in that popu-
lation.

This indicator is calculated as:

# of women who had night blindness
during the last pregnancy
Total # of ever-pregnant women

x 100

Data Requirements

Self-report of the condition during last pregnancy. In
areas where night blindness exists, qualitative research
needs to be conducted to determine the local term or
description of symptoms for night blindness in that area.
Evaluators need to distinguish impaired vision in dim
light from impaired vision in daylight.

Data Source(s)
Population based surveys (e.g., DHS, MICS)

Purpose and Issues

Maternal night blindness is an indicator of severe vita-
min A deficiency. Information on the validity of the
indicator comes mainly from a study of low-dose supple-
mentation with vitamin A or B-carotene to women of
reproductive age in Nepal (West et al., 1999).

Supporting its validity as an indicator of maternal vita-
min A status, night blindness in pregnancy was strongly
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associated with low retinol in serum and breast milk,
abnormal conjunctival cytology, and impaired dark ad-
aptation (Christian et al., 1998a). Furthermore, the in-
cidence of maternal night blindness was reduced by two-
thirds with vitamin A interventions, providing causal
evidence that the night blindness resulted from vitamin
A deficiency (Christian et al., 1998b).

Night blind women carry considerably greater risks for
health and survival than non-night blind women do. In
the Nepal study, pregnant women reporting night blind-
ness were more likely to be anemic, ill, acutely under-
nourished and to be consuming a nutritionally poorer
diet (Christian et al., 1998a). They were also at higher
risk of mortality than others were (Christian et al., 2000).
Maternal night blindness was associated with a four-
fold higher risk of all-cause mortality for up to two years
following the night blindness.

A history of night blindness is easy to obtain when a
local term exists for the condition, but interviewers must
ask questions concerning the history in a standardized
format. Those analyzing the data must exclude cases
of night blindness that report daytime vision problems.
Because night blindness tends to occur in the later part
of pregnancy, surveys that measure night blindness
among currently pregnant women will usually underes-
timate the prevalence. Considering other characteris-
tics of the condition, Christian (2000) has proposed elic-
iting the history of night blindness only from women
whose last pregnancy ended in a live birth, and that this
question be restricted to births in the last three years.

Because of health and survival risks associated with
maternal night blindness, cases identified during ante-
natal clinics should be treated immediately (WHO rec-
ommendation is to treat with 10,000 IU/day or 25,000
IU/week for up to 3 months) or at least referred for treat-
ment.

Maternal night blindness is now part of a core question
in the DHS surveys. The data yield two indicators: per-



centage of women who report night blindness in the
last pregnancy (in past three or five years) and an ad-
justed rate of percentage who report night blindness ex-
cluding those who report vision problems during the
day. In low prevalence countries (less than five percent),
because finding a widely recognized local term is diffi-
cult, the interviewers must be carefully trained to ad-
equately describe the condition. The low prevalence of
night blindness may necessitate large sample sizes to
detect changes at the population level.

Recent DHS data from several African countries iden-
tified prevalences of night blindness that were lower
than expected based upon other indicators of vitamin A
status in those populations. The five percent cut-off
point for maternal night blindness used to indicate vita-
min A deficiency in a population was based largely on
data from Asia. At the time of writing, further work is
underway to confirm the appropriateness of this cut-off
point and the adjustment process for this indicator in
Africa.
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Timely initiation of breastfeeding: percent of infants 0 - < 12 months
who were put to the breast within one hour of delivery

Exclusive breastfeeding rate (EBR): percent of infants 0 - < 6 months
of age who are exclusively breastfed

Timely complementary feeding rate: percent of infants 6 - < 10 months
given breastmilk and solid and/or semi-solid foods

Lactational amenorrhea method acceptor rate (LAR): percent of eli-
gible women who use LAM as their method of family planning

Lactational amenorrhea method user rate (LUR): percent of women of
reproductive age who use LAM as their method of family planning



In recent years, scientific knowledge has greatly ad-
vanced on the benefits of breastfeeding, the physiologic
mechanisms underlying these benefits, and the optimal
practice of breastfeeding. Epidemiologic research has
clearly demonstrated that breastfeeding provides advan-
tages to infants with regard to general health, growth,
and development, while significantly decreasing the risk
for a large number of acute and chronic diseases. Ex-
clusively breastfed infants are at a much lower risk of
infection from diarrhea and acute respiratory infections
— two leading causes of infant death — than are infants
who receive foods in addition to breastmilk during their
first months of life. Breastmilk stimulates their immune
systems and response to vaccinations, and it contains
hundreds of health-enhancing antibodies and enzymes.
Breastfeeding is the ideal method of feeding and nur-
turing infants. A final benefit of exclusive breastfeeding
is that it protects the mother from pregnancy up to six
months after delivery, if she does not resume menstrua-
tion.

Although the benefits of breastfeeding in terms of child
survival are well known, changes in child mortality are
difficult to measure and cannot easily be attributed to
specific program interventions. Attitudes towards
breastfeeding, awareness of the importance of exclu-
sive breastfeeding, and support to enable mothers to
breastfeed are important outcomes of promotional ac-
tivities in health programs, but they may also be diffi-
cult to measure and/or interpret, and may not reflect
actual practice. By contrast, indicators of current
breastfeeding practices are relatively easy to measure
and are sensitive to changes resulting from program
activities.

Exclusive Breastfeeding from 0-<6 Months Followed
by Complementary Feeding

Appropriate infant feeding practices are of fundamen-
tal importance for the survival, growth, development,
health, and nutrition of infants and children everywhere.
As such, the optimal duration of exclusive breastfeeding
is a public health issue. Whereas consensus exists on
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the need for exclusive breastfeeding, debate continues
on its optimal duration.

Early in 2000, WHO commissioned a systematic review
of the published scientific literature on the optimal du-
ration of exclusive breastfeeding; more than 3000 ref-
erences were identified for independent review and
evaluation. The process consisted of a global peer re-
view, followed by a technical review by a group of
breastfeeding experts held in Geneva (May 28-30,
2001). The results of this review were reported to the
Fifty-fourth World Health Assembly in May 2001. The
Assembly recommended support for exclusive
breastfeeding for six months, followed by the introduc-
tion of complementary foods and the continuation of
breastfeeding.

In developing countries, the most important advantage
of exclusive breastfeeding for six months —as compared
with exclusive breastfeeding for four months followed
by partial breastfeeding to six months — relates to in-
fectious disease morbidity and mortality, especially that
due to gastrointestinal infection (diarrheal disease). The
high incidence of, and mortality from, gastrointestinal
infection suggests that exclusive breastfeeding for six
months has a strong protective effect against diarrheal
morbidity and mortality.

USAID, UNICEF, and WHO have all endorsed the rec-
ommendation for the introduction of nutritionally ad-
equate, safe, and appropriate complementary foods, in
conjunction with continued breastfeeding, at about six
months of age. Breastmilk continues to be an impor-
tant source of energy and protein, and other nutrients
such as vitamin A, once complementary foods are in-
troduced into the infants’ diet, and breastmilk contin-
ues to protect the infant against disease during the sec-
ond year of life.

Complementary feeding (CF) is a highly complex issue
and includes factors such as density, quantity, quality,
frequency, timeliness, food hygiene, as well as feeding
during/after illness and care/active feeding. Inappropri-
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ate complementary feeding practices, compounded by
nutritionally inadequate and frequently contaminated
foods often introduced too early or too late, remain a
major cause of malnutrition.

Methodological Challenges of Evaluating Infant
Feeding Programs

e The use of 24-hour recall data tends to overesti-
mate the percentage of infants who have been
exclusively breastfed since birth.

A 24-hour recall measure reflects current breastfeeding
status and may cause the proportion of exclusively
breast-fed infants to be slightly overestimated, since
some infants who consume other liquids irregularly may
not have received them in the 24 hours before the sur-
vey.

WHO?’s Indicators for Assessing Breast-feeding Prac-
tices, Wellstart International’s Tool Kit for Monitoring
and Evaluating Breastfeeding Practices and Programs,
and the DHS reports all calculate the exclusive
breastfeeding rate (EBR) using the 24-hour recall
method. Using cross-sectional surveys, one can obtain
the best estimates of exclusive breastfeeding from cur-
rent status data that include all births within a specified
time period. The advantage of this approach is that it is
not subject to recall error. Evaluators should then in-
terpret the measure as the percentage of infants who
“are currently being exclusively breastfed” rather than
the percentage that have been exclusively breastfed since
birth.

¢ [Evaluators need large sample sizes to detect
change in breastfeeding practices, but infants
represent a small proportion of the population.

Any assessment of behavioral change in infant feeding
requires attention to the size of the comparison groups.
The sample size depends on both the magnitude of the
change and on the prevalence of the condition or prac-
tice. The detection of relatively small changes (e.g.,
five to ten percentage points) over time in breastfeeding
and other infant feeding behaviors requires large sample
sizes.

By contrast, simple monitoring of infant feeding prac-
tices does not require a specific sample size and can be
very useful in tracking ongoing project outreach. How-
ever, monitoring neither allows for a rigorous evalua-
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tion of change, nor measures actual prevalence of this
behavior because of the small, nonrepresentative
samples.

¢ Infant feeding behavior data relies upon accu-
rate age data of the infant.

Although evaluators may track many health interven-
tions with only a general reference to the child’s age
(e.g., less than one year), tracking breastfeeding prac-
tices requires accurate assessment of the infant’s age.
Interviewers can ascertain the age by first asking the
mother for the infant’s birthdate and then by confirm-
ing the birthdate with a child health card or other offi-
cial registry of the child’s birthdate.

- Breastfeeding questions typically require more
than a “yes” or “no” response.

Multiple factors define whether breastfeeding is opti-
mal, including the exact liquids and foods, if any, given
in the preceding 24-hours. Ideally this list of liquids
and foods will be comparable to the DHS with addi-
tional items that reflect local food preferences and food
availability.

The data needed to calculate infant feeding behaviors
related to exclusive breastfeeding 0-<6 months of age
and timely complementary feeding 6-<10 months of age
require that the interviewers ask the respondent about a
series of foods given within the previous 24-hours. This
line of questioning requires more than a “yes” or “no”
response, thus reducing interviewer or respondent er-
ror. Interviewers should undergo intensive training on
this set of items.

e The accepted, standard complementary feeding
indicator reflects general dietary intake of solid
and semi-solid foods during a specified time pe-
riod only.

Complementary feeding, a highly complex issue, in-
volves factors such as the quantity and quality of food,
frequency and timeliness of feeding, food hygiene, and
feeding during/after illness. Program personnel at the
country level must consider these many factors when
they try to address the problems of infant and young
child feeding in the local context.

The standard CF indicator fails to account for program-
specific or context-specific feeding recommendations



regarding the frequency, quality, or quantity of foods
given during the proceeding 24 hours.

Two Age-groups for Optimal Infant Feeding

Two main types of indicators relate to optimal infant
feeding: (1) those concerning breastfeeding behaviors
during the first six months of life, and (2) those refer-
ring to the introduction of complementary foods while
maintaining breastfeeding beginning at six months.
These age groups reflect expert consensus as to the op-
timal time period for exclusive breastfeeding, as well
as for the introduction of complementary foods to an
infant’s diet.

In population-based surveys, measuring these infant-
feeding indicators requires sampling of infants 0-<6
months of age and infants 6-<12 months of age. To-
gether, these groups represent the continuum of infant
nutrition care in the first year of life. Used together,
these data sets reflect the prevalence of optimal infant-
feeding behaviors during the first year of life in a given
population.

The main purpose of a common set of breastfeeding
indicators is to standardize the assessment and evalua-
tion of breastfeeding behaviors across programs imple-
mented and funded by different organizations. The set
of indicators in this section are limited in number, fairly
easy to measure and interpret, and operationally useful.
Moreover, they have been field-tested, are consistent
with worldwide breastfeeding goals, and can be obtained
from available DHS data.

Evaluators can use the indicators in this section as the
outcome variables in measuring behavior change due
to program interventions in the context of an experi-
mental or quasi-experimental design. Evaluators can
also calculate these indicators from program statistics
for the purpose of tracking breastfeeding behavior
among clients, but not for establishing the impact of a
specific program or intervention on behavior of women
with infants in the population in question.
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Indicator

TiMELY INITIATION OF BREASTFEEDING: PERCENT OF INFANTS (0 - < 12

MonTHS WHO WERE PuT TO THE BREAST WITHIN ONE HOUR OF DELIVERY

Definition
Timely initiation of breastfeeding is calculated as:

# of infants 0 < 12 months put to the
breast within 1 hour of delivery
Total # of infants 0 < 12 months

x 100

Data Requirements
Recall data from mothers with infants less than 12
months old

Data Source(s)

Population-based surveys employing representative
samples. The DHS reports the initiation of breastfeeding
within one hour for those countries in which the
breastfeeding/infant-feeding module is included in the
DHS.

Evaluators may use program records to track trends in
breastfeeding initiation among clients, but not to mea-
sure the impact of program interventions on women with
infants in the population of the catchment area.

Purpose and Issues

Mothers are more likely to successfully initiate lacta-
tion, to encounter fewer problems breastfeeding, and to
maintain optimal breastfeeding behaviors if they ini-
tiate breastfeeding shortly after birth.
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Breastfeeding should begin no later than one hour after
the delivery of the infant. Colostrum, the thick yellow-
ish milk produced in the first few days after birth, is
nutritious and helps to protect the infant against com-
mon infections. Thus, breastmilk is the infant’s first
“immunization” against common illnesses.

A mother may have difficulty correctly recalling (months
after the event) when she initiated breastfeeding for her
youngest infant; thus, this indicator is subject to poten-
tial recall bias. This bias is likely to be even greater in
populations unaccustomed to remembering and concep-
tualizing time. However, because this particular type of
bias (toward a longer or shorter period than actually
occurred) is assumed to be randomly distributed across
a population, the potential bias should not skew the data
to misrepresent the population’s general behavior re-
lated to breastfeeding initiation.



Indicator

ExcLusIVE BREASTFEEDING RATE (EBR): PERCENT OF INFANTS (0 - <6

MonTHS OF AGE WHO ARE EXCLUSIVELY BREASTFED

Definition

Exclusive breastfeeding is the practice of giving only
breastmilk to the infant, with no other solids or liquids,
including water

Infants, are, however, allowed to have drops of vita-
mins/minerals/medicines.!

This indicator is calculated as:

# of infants 0 - < 6 months exclusively
breastfed
Total # of infants 0 - < 6 months

x 100

Data Requirements
A 24-hour recall of food consumption of infants less
than six months of age

Data Source(s)

Population-based surveys employing representative
samples (e.g., the DHS) and program records of EBR
(to track trends but not impact)

The DHS country reports and Nutrition Reports both
present the EBR for infants 0-<4 months of age. How-
ever, evaluators can calculate the EBR for infants 0-<6
months using DHS data.

Purpose and Issues

Even in hot, dry climates, breastmilk contains sufficient
water for an infant’s needs. Additional water or sugary
drinks are unnecessary to quench the infant’s thirst, and
they can also be harmful. If the infant is also given wa-
ter, or drinks made with water, then the risk of diarrhea
and other illnesses increases.

Although the benefits of breastfeeding in terms of child
survival are well known, the effects of breastfeeding on
child mortality are difficult to measure. Indicators of
current breastfeeding practices, however, can be rela-
tively easily measured and are sensitive to changes re-
sulting from program activities.

Using a 24-hour recall period to measure current status
may slightly overestimate the proportion of exclusively
breast-fed infants because some infants who are given
other liquids irregularly may not have received them in
the 24 hours before the survey. WHO’s Indicators for
Assessing Breast-feeding Practices, Wellstart
International’s Tool Kit for Monitoring and Evaluating
Breastfeeding Practices and Programs, and the DHS
reports all calculate EBR using the 24-hour recall
method.

Evaluators can obtain the best estimates of exclusive
breastfeeding from current status data in cross-section
surveys. The advantage of this approach is that it avoids
subject recall error. Evaluators should interpret the
measure as the percentage of infants who “are currently
being exclusively breastfed,” rather than the percent-
age exclusively breastfed since birth.

Gender Implications of this Indicator

The rate of exclusive breastfeeding, if disaggre-
gated by sex, can be an indication of whether gen-
der bias exists in the country. In India, women
more often discontinue breastfeeding of daugh-
ters in the first six months as compared to sons. A
nutritional study of weight for age among boys
and girls demonstrates how “broad nutritional
symmetry (at birth) between boys and girls turns
into a situation of significant female disadvantage”
(Sen, 2001). Discontinuation of exclusive
breastfeeding is one of several factors ultimately
contributing to a lower female/male sex ratio in
India as compared to countries where son prefer-
ence is not evident.

' This is the WHO definition of exclusive breastfeeding,
1991c, adopted thereafter by international agencies, including
USAID.
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Indicator

TiMELY COMPLEMENTARY FEEDING RATE: PERCENT OF INFANTS 6 - < 10

MonTHS GIVEN BREASTMILK AND SOLID AND/OR SEMI-SoLID Foobs

Definition

Complementary foods are defined as solid or semi-solid/
mushy foods; complementary foods do net include flu-
ids.

This rate can be calculated as follows:

# of infants 6 - < 10 months who have
received solid and/or semi-solid foods
Total # of infants 6 - < 10 months

x 100

Data Requirements
A 24-hour recall of food consumption of infants 6 - <10
months of age

Data Source(s)

Population-based surveys employing representative
samples (e.g., the DHS). Evaluators may use program
records to track trends in complementary feeding but
not to measure impact. DHS reports present data for
this indicator for those countries in which the
breastfeeding/infant-feeding module was included.
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Purpose and Issues

This basic calculation of complementary feeding uses
24-hour recall. Evaluators may supplement these data
by an additional indicator(s) reflecting program mes-
sages relating to quantity, density, and/or quality of
complementary foods. By the age of six months, al-
most all infants should receive complementary foods in
addition to breastmilk.

This indicator has several limitations. First, it reflects
only the consumption of complementary feeding, not
the appropriateness of those foods. Second, it provides
minimal information on the extent to which infants are
fed according to prescribed guidelines.

If researchers or evaluators opt to collect additional in-
formation on complementary feeding (e.g., for the pur-
pose of evaluating a specific program intervention), we
recommend retaining this “basic” indicator as well, for
comparisons with other populations.



Indicator

LACTATIONAL AMENORRHEA METHOD ACCEPTOR RATE (LAR): PERCENT OF

EvLiGIBLE WOMEN WHO USE LAM As THEIR METHOD OF FAMILY PLANNING

Definition

The percent of women giving birth in a reference pe-
riod who consciously and deliberately accept LAM as
a modern contraceptive method

This indicator is calculated as:

# of women using LAM as an FP method x 100
Total # of women with infants < 6 months

Data Requirements

Total number of women with infants less than 6 months
old, and of those, the number who choose to use LAM
as a method of family planning

Data Source(s)

Population-based surveys employing representative
samples (e.g., DHS), or family planning service statis-
tics (if data are systematically obtained on the age of
the youngest child)

Purpose and Issues

The Lactational Amenorrhea Method (LAM) is a natu-
ral family planning method that protects a woman from
pregnancy by suppressing ovulation during the first six
months after delivery, provided that she meets three cri-
teria:

1. The woman has not resumed her menstrual pe-
riod; and

2. The infant is fully or nearly fully breastfed;?
and

3. The infant is less than six months old.

When any one of these three criteria is no longer met,
another family planning method must be introduced
quickly to ensure birth spacing. Evaluators can capture
this follow-up method in both the family planning reg-
istry as well as in subsequent population-based surveys.

One shortcoming of this indicator is that it is often based
on self-report, without verification that the respondent
actually fulfills the three criteria listed above. A more
precise measure will include questions that confirm that
the respondent knows the three criteria and that she
meets them.

2 Full or nearly full breastfeeding significantly impacts fertility.
This category includes exclusive, almost exclusive and high
(partial) breastfeeding. Thus, the infant can receive only
breastmilk or mostly breastmilk with some addition of liquids
such as juice or ritualistic foods given infrequently.
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Indicator

LAcTATIONAL AMENORRHEA METHOD USER RATE (LUR): PERCENT OF WOMEN OF

REPRODUCTIVE AGE WHO USE LAM AS THEIR METHOD OF FAMILY PLANNING

Definition

The percent of women of reproductive age using the
lactational amenorrhea method (LAM) as a modern con-
traceptive method, at a given point in time (e.g., at the
time of the survey)

This indicator is calculated as:

# of married women of reproductive age

using LAM as an FP method x 100
Total # of married women of reproductive

age

Data Requirements

The total number of married women of reproductive
age, and of these, the number who choose LAM as their
method of family planning

Data Source(s)

Population-based surveys employing representative
samples (e.g., the DHS); or family planning service sta-
tistics
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Purpose and Issues

This indicator measures the percentage of married
women of reproductive age in a given population using
the LAM method. As such, it reflects the use of LAM
relative to other family planning methods. In fact, the
comparison is somewhat misleading, in that LAM can
only be practiced by women with a child less than six
months, whereas other methods are potentially avail-
able for use to all women of reproductive age (medical
contraindications being the exception). Ideally, evalu-
ators will measure the LUR from a population-based
representative survey. Service statistics also constitute
a source for calculating LUR, but the findings will not
be generalizable to the larger population.

The LUR (based on all married women of reproductive
age) will be lower than the LAR (based on women with
an infant less than six months). Both are useful, but for
different purposes. The LUR measures the use of LAM
in relation to other contraceptive methods. The LAR
reflects the extent of use among potential users (i.c.,
women with a child less than six months old).



Existence of supportive ARH policies

Adolescents are meaningfully involved in the design and implementation
of the program

Percent of program staff trained to work with or provide services to ado-
lescents

Percent of adolescents aware of the program
Youth friendliness of reproductive health services

Sexual-reproductive health education curriculum conformity to “best prac-
tices”

Percent of adults in community who have a favorable view of the program

Number/percent and characteristics of adolescents “served” or “reached”
by the program

Sexual-Reproductive Health (SRH) knowledge

Percent of adolescents who have “positive” attitudes toward key sexual-
reproductive health issues

Percent of adolescents who are confident that they could refuse sex if they
didn’t want it

Percent of adolescents who are confident that they could get their partner(s)
to use contraceptives/condoms if desired

Percent of adolescents who have ever had sexual intercourse
Age at first intercourse

Number of sexual partners among sexually active adolescents during a
specified reference period

Number/percent of adolescents who have experienced coercive or forced
sex

Percent of sexually initiated adolescents who used a condom at first/last
sex

Percent of sexually active, unmarried adolescents who consistently use
condoms

Percent of adolescents who regularly use drugs/alcohol
Percent of adolescents who feel “connected” with their parents/family

Percent of adolescents who have ever been pregnant or caused a preg-
nancy

Unmet need for family planning among adolescents

Percent of adolescents who were ever diagnosed with an STI
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ADOLESCENT REPRODUCTIVE HEALTH PROGRAMS

Recent years have witnessed a dramatic increase in the
attention and resources directed to the reproductive
health of adolescents (10- to 19-year-olds) and young
adults (20- to 24-year-olds) on more or less a global
basis. Among the reasons for this increase are (1) gen-
eral concerns over the health and human rights of youth,
(2) the demographic significance of the 10-19 age group
in many developing countries, and (3) the pivotal role
adolescents and young adults will play in the HIV/AIDS
epidemic.

Adolescent reproductive health (ARH) programs focus
on achieving one or more of four major goals: (1) creat-
ing an enabling and supportive environment for youth,
(2) improving the knowledge, attitudes, skills, and be-
haviors of adolescents, (3) increasing adolescents’ use
of services, and (4) increasing adolescents’ participa-
tion in programs. Programs may assume a variety of
forms and may appear in a variety of settings. Among
the more common program types are:

e Sexual-reproductive health or life-skills educa-
tion programs in schools;

e Mass media-based behavior change and social
marketing interventions;

e Programs to make reproductive health services
more “youth friendly;”

e Community-based non-formal education pro-
grams;

o Workplace-based reproductive health education
programs;
Youth clubs/organizations;
Livelihood programs to generate economic op-
portunities for youth;

e Advocacy campaigns to influence political and
cultural leaders (and adults in general); and

e Community mobilization campaigns.

Surveys of the intended audience for adolescent pro-
grams are a primary vehicle for collecting data for evalu-
ation purposes. The intended population for such sur-
veys will vary depending upon the group of youth the

program intends to reach (e.g., youth attending school,
youth employed in the informal sector of the economy,
all youth).

Methodological Challenges of Evaluating Adolescent
RH Programs

As they do in other areas of reproductive health, pro-
gram officials and evaluators face a number of formi-
dable methodological challenges in assessing the per-
formance of adolescent reproductive health (ARH) pro-
grams. Together, these challenges make the evaluation
of ARH programs among the more difficult types of
reproductive health programs.

Specific methodological challenges to evaluating ARH
programs include the following:

e A myriad of factors heavily influence adolescent
behaviors.

Adolescent behaviors are influenced in important ways
by a sizeable number of factors operating at the indi-
vidual, family, school, community, and societal levels.
Granted, these same factors influence adults. However,
because adolescents have not fully developed — socially,
psychologically, and physically they are perhaps more
susceptible to “contextual” or “environmental” influ-
ences than are adults. This susceptibility requires that
programs address a number of determinants or “ante-
cedents” of adolescent behaviors simultaneously. Evalu-
ators must measure and “control for” a sizeable num-
ber of factors in order to tease out the effects of specific
ARH interventions. Furthermore, evaluators often find
themselves beyond the bounds of their own disciplin-
ary training in dealing with the range of factors (e.g.,
relationships with family, school, and community; self-
esteem; self-efficacy).

e The intended effects of ARH interventions are

long-term for some interventions, further com-
plicating evaluation.
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The appropriate time-reference for measuring the im-
pact of ARH programs is tricky. For some outcomes,
(e.g., delayed age of sexual initiation), the desired re-
sult/behavior is a short-term phenomenon an evaluator
can accurately measure within the typical time-frames
of most ARH program evaluations (usually two to three
years or less). For other outcomes, however, evalua-
tors require longer periods of observation. For example,
life-skills education programs help youth develop skills
that will be manifest over their adolescent and adult
years. Few evaluators have assessed the long-term ef-
fects of such interventions; the best they often can do is
to measure impact over a relatively short period of time.

Further complicating matters is that, in some cases, pro-
gram effects may be short-term or transitory in nature.
For example, an evaluation of school-based ARH-edu-
cation programs in Jamaica found significant effects on
knowledge, attitudes and behaviors when measured nine
months after program implementation, but these effects
had largely disappeared when measured again after 21
months (Eggleston et al., 2000). Thus, strong impact
evaluations of ARH programs require evaluators to
measure impact at several points in time after program
implementation.

e Measuring the quality of ARH programs re-
quires an understanding of cultural constructs
in the local setting.

Assessing the quality of ARH programs from the
“client’s perspective” requires the evaluator to elicit
subjective interpretations, perspectives, and meanings
from youth and others in the community. These ele-
ments are critical in designing effective programs and
in appropriately evaluating them. As a result, a combi-
nation of qualitative and quantitative data are generally
required for the meaningful evaluation of ARH pro-
grams.

e ARH programs are often quite complex, multi-
component initiatives.

Because ARH programs must simultaneously address
multiple “risk” and “protective” factors, a sizeable and
growing number of programs have complex designs and
multiple components. For example, many programs
have life-skills education (both formal and non-formal),
peer promotion, community mobilization, and access
to RH services components. The nature of such pro-
grams dictates that evaluators measure multiple pro-
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cesses and outcomes to evaluate the program. Measur-
ing the impact of the separate components of such pro-
grams is especially difficult, and as a result, program
evaluations often focus on the net or combined impact
of the full “package” of interventions.

e ARH programs produce effects at more than one
level.

Although ARH programs primarily focus on influenc-
ing adolescent behaviors and RH outcomes, programs
often attempt to bring about change at more than one
level. For example, some programs mobilize commu-
nity support for and involvement in initiatives and ac-
tivities for youth. Failure to garner such community
involvement could greatly diminish the effectiveness
of the program in changing the attitudes and behaviors
of adolescents at the individual level. Without measur-
ing change (or lack thereof) at the community level, the
evaluator could not accurately interpret the lack of
change at the individual level.

e Sensitivities to ARH programs and to issues of
adolescent sexuality complicate measurement in
many settings.

Many societies regard the intended outcomes of ARH
programs as personal and private. Some societies even
prohibit discussions about sexual behavior and personal
relationships. Program officials and evaluators may also
face parental and community resistance to asking ado-
lescents questions about these topics. Community lead-
ers and other stakeholders may believe that the young
people in their communities do not engage in risky be-
haviors, and therefore evaluators do not need to ask
questions about these topics. Stakeholders may also
fear social or political danger in uncovering the truth
about young people’s behaviors and may attempt to
block data collection. Because of the social sensitivi-
ties surrounding adolescent sexual behaviors, evalua-
tors face more rigid informed/parental consent proce-
dures for ARH programs than for other types of RH
programs.

e Overlap of Indicators with Other Areas of Re-
productive Health

Some indicators described elsewhere in this Compen-
dium are relevant to ARH programs. For example, most
or all indicators pertaining to policy, program manage-
ment, commodities and logistics, management, BCC,



and training are generic indicators that apply to ARH
programs as well as to other types of RH programs.
However, the nuances involved in ARH programs ne-
cessitate several specific indicators even in these ge-
neric areas. For example, ARH programs emphasize
youth participation in program design and implementa-
tion, on specific characteristics of health facilities that
attract youth, and specialized training of program staff
to serve and to work with youth. In terms of outcomes,
whereas ARH programs share many intended outcomes
with family planning and with other RH programs (e.g.,
increased contraceptive use, reduced rate of unwanted
pregnancies, reduced rate of STIs), other outcomes are
unique to ARH programs. For example, because ARH
programs often aspire to influence the broad social en-

vironment in which youth are reared, outcome indica-
tors pertaining to matters such as community support
for programs and services directed to youth and to “con-
nections” with parents and family are relevant both as
program outcomes and as contextual factors shaping
program design. ARH programs also often attempt to
reduce the prevalence of non-sexual risk behaviors (e.g.,
alcohol and drug use) and to develop specific skills and
competencies (“self-efficacy”) as key intermediate out-
comes that improve the reproductive health of adoles-
cents. It should be noted that this section describes the
key specialized indicators for ARH programs. Finally,
evaluators should collect and report outcome indica-
tors for adolescent programs by gender.
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Indicator

EXISTENCE OF SuPPORTIVE ARH PoOLICIES

Definition

This indicator is a composite index measuring the ex-
tent to which the overall policy environment in a coun-
try supports adolescent reproductive health concerns.
The index assesses the existence of:

e Policy or legislation recognizing the rights of
adolescents, including unmarried adolescents,
to receive reproductive health services;

e A formal policy setting a minimum age for mar-
riage;

e Policies prohibiting sexual exploitation and/or
violence;

e Policy or legislation authorizing sexual-repro-
ductive health education in schools (or lack of
restrictive policies or legislation);

e Permission for pregnant adolescents to continue
their education;

e Policy or legislation authorizing sales of con-
traceptives to youth in both the public and com-
mercial sectors;

e Public health sector service delivery guidelines
mandating the provision of all reproductive
health services to all adolescents; and

¢ Government authorization of media campaigns
on ARH issues.

Evaluators score the index by assigning a value of 2
when the policy environment fully satisfies a given con-
dition, 1 when it partially satisfies the condition, and 0
when it fails to satisfy the condition.

Data Requirements

Evidence of the presence or absence of each of the items
included in the index
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Data Source(s)

Government documents or other means of verifying the
existence of relevant policies, legislation, or regulations;
interviews with government officials and key informants

Purpose and Issues

As is the case for family planning programs, a favor-
able (or at least not hostile) policy environment is es-
sential for the operation and expansion of adolescent
reproductive health programs. Although few countries
have explicitly restrictive policies, because of the so-
cial sensitivity surrounding ARH issues, many coun-
tries lack formal policies regarding the provision of RH
information and services to youth. The absence of for-
mal policies permits administrators and service provid-
ers to impose restrictions — based on their personal be-
liefs — that prohibit youth from gaining access to essen-
tial information and services. This indicator measures
whether formal policies that enable and support the pro-
vision of RH information and services to youth have
been enacted. However, because educators and service
delivery staff have personal biases toward and discom-
fort in addressing adolescent sexual-reproductive health
issues, the mere existence of policies does not guaran-
tee the implementation of those policies. Evaluators
may expand the indicator to include scores on the ex-
tent to which each policy is actually being implemented.
A separate indicator measures the actual availability of
and access to relevant information and services by youth.



Indicator

ADOLESCENTS ARE MEANINGFULLY INVOLVED IN THE

DESIGN AND IMPLEMENTATION OF THE PROGRAM

Definition

This qualitative (yes/no) indicator measures adolescent
participation in a program. The evaluator assigns a “yes”
score if adolescents participated in the program in a
meaningful way. Two areas for participation include:
(1) program design (did adolescents from the intended
audience participate in designing the program by com-
municating their needs and preferences) and (2) pro-
gram implementation (did the adolescents help imple-
ment the program).

Data Requirements

Program documents or other evidence that (1) the pro-
gram designers assessed the needs of the program’s in-
tended audience through a participatory process entail-
ing significant input from youth in the program’s in-
tended audience, (2) the findings from the assessment
helped shape program design and strategy development,
and (3) youth play key roles in program management or
in the delivery of services.

Data Source(s)

Program records; interviews with program staff; inter-
views with adolescents participating in the assessment
and program design; interviews with youth involved in
program implementation

Purpose and Issues

Most ARH experts concur that youth participation in
program design and implementation enhances program
appeal and effectiveness. This indicator provides a
qualitative measure of the extent of meaningful partici-
pation by youth in the program’s design and implemen-
tation. Youth have “meaningful participation” if they
play a major role in carrying out the assessment, in de-
riving conclusions from the assessment data gathered,
in designing the program, and in managing and carry-
ing out program activities.
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Indicator

PERCENT OF PROGRAM STAFF TRAINED TO WORK WITH

OR PROVIDE SERVICES TO ADOLESCENTS

Definition

The percent of program staff specifically trained to work
with or provide information, education, or family plan-
ning services to adolescents

This indicator is calculated as:

# of program staff who have received
specific training to provide education/
counseling or adolescent health care
Total # of program staff working with
adolescents

x 100

Data Requirements

Number of program staff working with adolescents,
number (of these) who received specific training to pro-
vide education/

counseling or adolescent health care

Data Source(s)
Program personnel files/records
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Purpose and Issues

Working with youth requires perspectives and skills
often lacking in standard pre-service training. This in-
dicator measures the extent to which program person-
nel working with adolescents have received specific
training to provide services to adolescents. Services
may include outreach, information, education, counsel-
ing, referral, and reproductive health services. Note that
this indicator only measures staff exposure to training;
it does not measure the quality of the training or the
staff competence in working with adolescents as a re-
sult of the training.



Indicator

PERCENT OF ADOLESCENTS AWARE OF THE PROGRAM

Definition
The percent of adolescents who report knowing of the
program's services and/or activities

The services and activities will be specific to each pro-
gram. Thus, the indicator may refer to sexual-repro-
ductive health or life-skills education in schools or work-
places; reproductive health services at clinics or youth
centers; the existence of youth organizations, and radio
or television programs for youth.

This indicator is calculated as:

# of adolescents aware of the program  x 100

Total # of adolescents

Data Requirements

Responses to survey questions on awareness of the
program’s existence and activities by adolescents. The
preferred procedure is to first ask about program’s ser-
vices for youth without prompting; then, for adolescents
who do not spontaneously report knowledge of the pro-
gram, to identify the program and ask if the respondent
has heard of it.

Data Source(s)
Survey of adolescents in the program’s intended popu-
lation

Purpose and Issues

Before adolescents can use a program, they must know
itexists. This indicator provides program managers with
a basis for assessing whether they must initiate promo-
tional or awareness-raising activities as part of their
youth initiative.
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Indicator

YouTtH FRIENDLINESS OF REPRODUCTIVE HEALTH SERVICES

Definition

This indicator is a composite index measuring whether
reproductive health services are “youth friendly.” Ser-
vices are “youth friendly” if they “have policies and
attributes that attract adolescents to the facility or pro-
gram, provide a comfortable and appropriate setting for
youth, meet the needs of adolescents, and are able to
retain their adolescents for follow-up and repeat visits”
(Senderowitz, 1999). Aspects of an “adolescent
friendly” environment can include space or rooms dedi-
cated to ARH services, policies and procedures to en-
sure privacy and confidentiality, peer educators on site,
nonjudgmental staff, and acceptance of drop-in clients.

Data Requirements

Evidence as to whether reproductive health services
satisfy standards for being “youth friendly.” The fol-
lowing characteristics make facilities/services “youth
friendly:”

Facility hours are convenient for adolescents;

e Facility location is convenient for adolescents;
Facility has adequate space and sufficient pri-
vacy;

e Facility has comfortable surroundings for ado-
lescents;

e Staff have been specially trained to work with
or to provide services to adolescents;
Staff treat adolescent clients with respect;
Staff honor privacy and confidentiality of ado-
lescent clients;

o Staff allow adequate time for adolescent client
and provider interaction;

e Peer counselors are available on site;
Young male clients are equally welcomed and
served as young female clients are;

e  Group health discussions are available;
Necessary referrals are available;
Service fees are affordable for adolescent cli-
ents;

e Drop-in clients are welcomed, and appoint-
ments are arranged rapidly;

e A widerange of reproductive services are avail-
able;
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¢ Educational materials are available on site for
clients to take home;

e Adolescents perceive that they are welcome re-
gardless of their age and marital status; and

e Adolescents perceive that providers will be at-
tentive to their needs.

Evaluators create this index by assigning a score to each
item: 2 points for complete fulfillment of the condition,
1 point for partial fulfillment of the condition, and 0 for
lack of fulfillment. Evaluators may derive a total facil-
ity score if they first sum the item scores and then di-
vide that result by the total number of points possible
(Nelson, MacLaren, and Magnani, 2000).

Data Source(s)

Facility records; facility inventories; interviews with
adolescent clients, providers, and managers at clinics;
client exit interviews; interviews of youth in the com-
munity

Purpose and Issues

Because reproductive health services in most settings
have been designed for older, married women, unmar-
ried female and male adolescents face a variety of bar-
riers to service use. Among these are policies that re-
strict their access to services and information, negative
community attitudes toward providing reproductive
health services to unmarried adolescents, adolescent
embarrassment at being seen at facilities, and fear that
the facility will not honor privacy and confidentiality.

To overcome these barriers, a number of service-pro-
viding organizations have sought to make their services
more “youth friendly.” By offering more youth-friendly
reproductive health services, programs may effectively
attract young people and may provide quality reproduc-
tive health services in a comfortable and responsive
environment. Adolescents can receive services in a
health facility, such as a clinic, health post or hospital,
from trained personnel who provide services in a work-
place or school setting, through community outreach
workers or peer educators. Regardless of the venue,



services must have special characteristics that attract,
serve, and retain adolescent clients.

This indicator is most appropriate for assessing facili-
ties and services that were not specifically designed for
adolescents (such as a family planning clinics, health
posts, or pharmacies), because adolescent facilities were
presumably designed with the characteristics of ado-
lescent friendliness in mind. However, this indicator
can also monitor the adolescent friendliness of adoles-

cent-centered facilities over time. For example, after a
baseline assessment, the program manager may plan to
make changes in services over the next 6 months and
may allow those changes to become part of the service-
delivery protocols over the next 12 months. The pro-
gram manager may then decide to undertake a follow-
up assessment 18 months later to determine if the
changes occurred. The follow-up assessment should
measure the same characteristics it measured in the ini-
tial assessment.
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Indicator

SExuUAL REPRODUCTIVE HEALTH EDUCATION

CuURRICULUM CONFORMITY TO “BEST PRACTICES”

Definition

This qualitative (yes/no) indicator measures the extent
to which the program’s sexual reproductive health
(SRH) education curriculum contains all (or most) of
the features identified as “best practices” or “key ele-
ments” of effective SRH programs. Alternatively, the
indicator can serve as an index or scale indicating the
percent of best practices and key elements that the pro-
gram has incorporated into it’s curricula and materials.

Data Requirements

Content analysis of the curriculum; accompanying ma-
terials; and activities that permit an assessment of con-
formity with “best practices”

Data Source(s)

Content analysis of program curriculum, materials, and
learning methodologies; observation of actual delivery;
interviews or focus groups with youth; or self-reported
questionnaires from youth who participated in the pro-
gram

Purpose and Issues

This indicator measures the quality of sexual-reproduc-
tive health education efforts focusing on curriculum
content. The indicator reflects how well the program
covers key aspects of sexual-reproductive health edu-
cation and how appropriate the content is for the age-
group of adolescents reached. Setting universally ap-
propriate criteria is difficult because of cultural and
socio-economic differences across and within countries.
However, a growing consensus requires that such pro-
grams should cover, at minimum, the following: inter-
personal communication, self-esteem, value clarifica-
tion, life stage, decision-making, education and career
goals, gender roles, dating, sexuality, marriage, and
contraception. Illustrative guidelines for sexuality edu-
cation in the U.S. — provided by SIECUS (1996) and
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Kirby (2001) — enumerate ten characteristics that suc-
cessful sexual-reproductive health education programs
in the U.S. share:

e Focus on reducing one or more sexual behaviors
that lead to unintended pregnancy or STI/HIV;

e Design based on theoretical approaches demon-
strated to effectively influence health-related risky
behaviors;

e C(Clear messages about sexual activity and condom/
contraceptive use and continual reinforcement of
the messages;

e Basic, accurate information about the risks of ado-
lescent sexual activity and about methods of avoid-
ing intercourse and using protection against preg-
nancy and STIs;

e Activities addressing social pressures that influence
sexual behavior;

e Provides role modeling and practice communica-
tion, negotiation, and communication skills;

e Varied, participatory teaching methods that encour-
age participants to personalize the information;

e Incorporates behavioral goals, teaching methods,
and materials that are appropriate to the age, sexual
experience, and culture of the students;

e Sufficient duration to cover key topics and com-
plete important activities; and

e Teachers and/or peer leaders who believe in the
program and are adequately trained.

Program delivery may be non-didactic and thus more
effectively reach adolescents; for example, seminars,
drama events, musical presentations, sports.

These criteria, developed from programs in the United
States, have yet to be validated for developing coun-
tries.



Indicator

PERCENT OF ADULTS IN CoOMMUNITY WHO HAVE A

FAVORABLE VIEW OF THE PROGRAM

Definition

The percent of adults from the intended audience in the
geographic area covered by the program who report that
they “like,” “support,” or “agree” with the goals, ob-
jectives, and activities of the program

This indicator is calculated as:

# of adults who have a favorable view
of the program
Total # of adults

x 100

Data Requirements
Responses to survey questions on adult views of the
program

Data Source(s)
Surveys of adults in the population covered by the pro-
gram

Purpose and Issues

Although a positive image among adolescents is the
most crucial, parental and adult perceptions of ARH
programs are also important to program success in view
of the key role adults play in shaping adolescent atti-
tudes and perceptions. If parents and adults in the com-
munity disapprove of a program, their lack of support
often influences the attitudes and behaviors of adoles-
cents. The importance of adult perceptions and sup-
port are demonstrated in a recent study in Zambia, which
found that trends in adolescent use of reproductive
health services were more strongly associated with adult
acceptance of providing such services to youth than at-
tributes of the services themselves were (Nelson,
Magnani, and Bond, 2001).
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Indicator

NUMBER/PERCENT AND CHARACTERISTICS OF ADOLESCENTS

“SERVED” OR “REACHED” BY THE PROGRAM

Definition

The number of adolescents who have received program
services, have participated in program activities, and
have been exposed to program mass media messages

The evaluator can subdivide the total number exposed
by the type of activity: school-based program, clinical
services, youth center activity. In addition, surveys (if
used) can show the percent reached by mass media
messages. The evaluation can also classify participants
in these activities by relevant characteristics such as:
age, gender, marital status, race/ethnicity, socio-eco-
nomic status, school matriculation status, employment
status, pregnancy history, STI history, and contracep-
tive use history.

This indicator is calculated as:

# of adolescents served or exposed to the
program

Total # of adolescents in the intended
population

x 100

Data Requirements

Program service statistics or comparable data indicat-
ing the number and characteristics of adolescents served
by the program; responses to survey questions on expo-
sure to or participation in program activities. Where
feasible, evaluators can collect comparable data on ado-
lescents not served or reached by the program to verify
that the program is reaching its intended audience and
to identify under-served segments of the adolescent
population.

Data Source(s)

Program records or surveys of the program’s intended
population/audience In programs that provide differ-
ent types of services (e.g., youth centers offering recre-
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ational, educational, and health services), evaluators
should compile service statistics separately for each
major type of service or activity.

Purpose and Issues

This indicator measures the volume and characteristics
of adolescent clients who participate in program activi-
ties or use program services. The exact wording of the
indicator will vary by type of program.

Evaluators can readily compile data on the number and
characteristics of adolescents that attend program ac-
tivities or seek clinical services at fixed sites. To mea-
sure the reach of mass media and similar programs,
evaluators can survey the intended audience and thus
obtain counts or estimates of the percentage of adoles-
cents “exposed” to specific communication programs.

In addition to the number and percent of adolescents in
the intended population served or reached by the pro-
gram, the evaluator should ascertain that the program
reaches key sub-groups of adolescents. For example,
health facility-based programs that reach primarily older,
married females who have previously been pregnant will
likely have a very different population impact than will
comparable programs that reach younger, unmarried
adolescents of both genders. Similarly, “low-risk” youth
recruited as peer promoters who contact and engage
other low-risk youth will likely have a very different
population impact than will higher-risk youth recruited
to contact other higher-risk youth. In short, the evalua-
tor needs to verify that the program is reaching the sub-
groups of interest within the population at large.



Indicator

SEXUAL-REPRODUCTIVE HEALTH (SRH) KNOWLEDGE

Definition

This indicator is a composite indicator or index mea-
suring adolescents’ knowledge of key sexual-reproduc-
tive health (SRH) topics and issues. The topics and
issues included in the indicator should reflect those of
primary importance for protecting the reproductive
health of adolescents and/or those the program empha-
sized.

Data Requirements

Evidence of knowledge of key SRH issues, usually so-
licited by means of personal interviews with or self-
administered questionnaires completed by adolescents

The following is an illustrative list of topics that evalu-
ators may include:

The female menstrual cycle and conception;

Ways to avoid pregnancy;

Methods of contraception;

Correct use of (at least) condoms and oral con-

traceptives;

e Existence of sexually transmitted infections
(STIs);

e  Means of transmission of STTs;

Ways to avoid STIs; and

Symptoms of STIs.

Data Source(s)
Surveys of adolescent program participants or of ado-
lescents in the program’s intended population

Purpose and Issues

Adolescents must have knowledge of key sexual-repro-
ductive health topics and issues if they are to make in-
formed decisions to protect their health and well being.
Many adolescents get their RH information from poorly
informed sources (i.e., peers). Inaccurate beliefs con-
cerning levels of risk associated with particular behav-
iors and/or the effectiveness and side-effects of differ-
ent types of contraceptives can be strong enough to pre-
vent adolescents from accurately perceiving the poten-
tial consequences of their behaviors. This indicator is
a composite measure that includes the SRH topics and
issues of primary importance for protecting the repro-
ductive health of adolescents and/or those topics and
issues the program emphasized.

When interviewers question adolescents about these
topics they should use local, non-scientific names to
describe certain practices and conditions. Evaluators
can and should analyze separately the individual topics
and questions included in the composite index to deter-
mine those specific topics requiring further emphasis
by the program. Although adolescents need accurate
knowledge of SRH topics for informed decision-mak-
ing, adolescents may not act in a manner consistent with
their knowledge, such that evaluators need to measure
behavior separately.
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Indicator

PERCENT OF ADOLESCENTS WHO HAVE “PoOSITIVE” ATTITUDES

TowarD KEY SEXUAL-REPRODUCTIVE HEALTH ISSUES

Definition

This composite indicator or index measures adolescents’
attitudes toward key sexual-reproductive health (SRH)
topics and issues. “Positive” attitudes are those logi-
cally expected to lead to positive RH outcomes. The
topics and issues included in the indicator should re-
flect those of primary importance for protecting the re-
productive health of adolescents and/or those the pro-
gram emphasized.

This indicator is calculated as:

# of adolescents who have positive
attitudes toward key SRH issues
Total # of adolescents

x 100

Data Requirements

Evidence of the prevalence of “positive” attitudes to-
ward key SRH issues, usually solicited by means of
personal interviews with or self-administered question-
naires completed by adolescents. Evaluators should
tabulate data for this indicator by gender and age. The
following items illustrate possible attitudes to measure:

Attitudes toward contraceptives/condoms:

e Condoms do/do not reduce sexual pleasure;

e Carrying condoms is/is not difficult;

e Using condoms is/is not a sign of mutual re-
spect;
Condoms are easy/difficult to obtain and use;
My partner would/would not reject me if I in-
sisted on condom use;

e Unmarried adolescents should/don’t need to use
condoms in all sexual encounters; and

e [ am/am not responsible for my own well-be-
ing.
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Gender-role stereotypes:

e Women who carry condoms are “easy’ or pros-
titutes;

e Having sex with many women is a sign of man-
hood;
“Real men” don’t use condoms; and

e The female (sexual partner) is responsible for
protection.

Attitudes toward abstinence:
e [tis OK for youth to wait for marriage to have
sex; and
e My friends would/would not laugh at me for
refusing to have sex.

Perceived vulnerability:
e [t (pregnancy/STIs) won’t happen to me;
e  Young people are healthy and don’t need to
worry about STIs; and
e Women can/cannot get pregnant the first time
they have sex.

Data Source(s)
Surveys of adolescent program participants or of ado-
lescents in the program’s intended population

Purpose and Issues

Developing “positive” attitudes toward key sexual-re-
productive health topics/issues is an important objec-
tive of many ARH programs. This indicator is a com-
posite measure that covers attitudes toward the SRH
topics and issues of primary importance for protecting
the reproductive health of adolescents and/or those the
program emphasized. As with knowledge, however,
positive attitudes do not necessarily predict future be-
haviors.



Indicator

PERCENT OF ADOLESCENTS WHO ARE CONFIDENT THAT THEY

CouLb REFUSE SEX IF THEY DIDN’T WANT IT

Definition
The percent of adolescents reporting confidence that
they could refuse sex if they did not desire it

This indicator is calculated as:

# of adolescents reporting that they could
refuse sex if they did not desire it
Total # of adolescents

x 100

Data Requirements
Responses to survey questions on whether adolescents
are “confident,” “somewhat confident,” “unsure,” or
“not confident” that they could resist having sex when
they did not desire it

9

Data Source(s)
Surveys of program clients/participants or adolescents
in the program’s intended population

Purpose and Issues

This indicator measures the level of confidence or “per-
ceived self-efficacy” of adolescents to refuse sexual ad-
vances when they do not want to have sexual relations.
A growing consensus claims that ARH education pro-
grams are most successful when they address social
pressures that influence sexual behaviors. Many pro-
grams include exercises and “role-plays” on how to re-
sist pressure tactics and to escape situations that may
lead to sex, through negotiation and other tactics. Thus,
the indicator can measure the effectiveness of such skill-
based educational programs in increasing adolescents’
self-efficacy with regard to resisting unwanted sexual
pressures and advances. This indicator measures per-
ceived self-efficacy, which may or may not correspond
to actual responses to real-life situations.

Because responses to sexual advances are likely to be
context specific, the preferred measurement approach
is to solicit responses to various situations that adoles-
cents might find themselves in. For example, the inter-
viewer may ask respondents how confident they are in
their ability to refuse sex with:

A person they have known for days;

A person they have known for months;

A person who offers them gifts;

A person whom they care about deeply;

A person who has paid for their school or train-
ing fees and who demands sex; and

e A person who has power over them, such as a
teacher or an employer.

Gender Implications of this Indicator

Recent surveys indicate that for girls, the first ex-
perience of sexual intercourse is often involun-
tary (in some but not all developing countries).
Forced sex (rape) is a form of gender-based vio-
lence. Many girls are coerced into sex by older
men who view younger partners as less likely to
have an STI. Some men believe that sex with a
virgin can cure them of HIV/AIDS. Young girls
say they lack the skills and self-confidence to
refuse a more powerful and older male. Economic
realities for many young girls makes refusing sex
difficult and increases the likelihood that they will
trade sex for money or gifts. In sub-Saharan Af-
rica and other countries, these factors have led to
new HIV infections among adolescent girls that
are higher than those among boys and adults of
either sex.
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Indicator

PERCENT OF ADOLESCENTS WHO ARE CONFIDENT THAT THEY CouLp GET

THEIR PARTNER(S) TO USE CONTRACEPTIVES/CONDOMS IF THEY DESIRED

Definition

The confidence or “self-efficacy” of adolescents in their
ability to negotiate contraceptive/condom use with their
partner(s)

This indicator is calculated as:

# of adolescents reporting ability to
negotiate contraceptive/condom use
with their partners

Total # of adolescents

x 100

Data Requirements

Responses to survey questions on whether adolescents
are “confident,” “somewhat confident,” “unsure,” or
“not confident” that they could convince their partner(s)
to use a contraceptive/condom if desired

LR I3

Data Source(s)
Surveys of program clients and participants or adoles-
cents in the program’s intended population

Purpose and Issues

This indicator measures the level of confidence or “per-
ceived self-efficacy” of adolescents — desiring protec-
tion — to successfully negotiate contraceptive/condom
use with their partner(s) if desired. Like the ability/
skill to resist social pressure to have sex, many ARH
education programs emphasize negotiation skills with
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regard to contraceptive/condom use. This indicator is
particularly important for girls in developing countries,
because many have limited negotiation skills or power
to convince sexual partners to use contraceptives/
condoms. The indicator can thus measure the effec-
tiveness of such skill-based educational programs in
increasing adolescents’ self-efficacy at contraceptive
use. Like the previous indicator, this indicator mea-
sures perceived self-efficacy, which may or may not
correspond to actual behaviors in real-life situations.

Because self-efficacy of contraceptive use is also likely
to be context specific, the preferred measurement ap-
proach is to solicit responses to various situations that
adolescents may find themselves in. For example, an
interviewer may ask respondents how confident they
are in their ability to successfully negotiate contracep-
tive/condom use with:

A person they have known for days;

A person they have known for months;

A person who offers them gifts;

A person whom they care about deeply;

A person who has paid for their school or train-
ing fees and who demands sex; and

e A person who has power over them, such as a
teacher or an employer.



Indicator

PERCENT OF ADOLESCENTS WHO HAVE EVER HAD SEXUAL INTERCOURSE

Definition

The percent of adolescents who have ever engaged in
sexual intercourse (interpreted in most contexts to mean
penile-vaginal intercourse)

This indicator is calculated as:

# of adolescents who have ever had
sexual intercourse
Total # of adolescents

x 100

Data Requirements
Responses to a survey question asking whether they have
ever had sexual intercourse

The question or questionnaire should specify penile-
vaginal intercourse in order to minimize confusion as
to the behavior the question referred to. The evaluators
should measure the indicator for both married and un-
married youth.

Data Source(s)
Population-based surveys

Purpose and Issues

This indicator determines the extent to which adoles-
cents in a program’s intended population are sexually
initiated. The indicator is useful both for designing
ARH programs and for evaluating the effectiveness of
existing programs aimed at postponing age at sexual
debut. Because of large differences in age of the part-
ners, evaluators should tabulate the indicator by single
years or by age groups to guarantee accurate interpreta-
tion of the indicator.

Evaluators may have problems arise in measuring this
indicator in settings where sexual activity outside of
marriage is stigmatized, because adolescents who have
initiated sex may be reluctant to admit having done so.
Given the sporadic nature of sexual activity among ado-
lescents, especially younger adolescents, in many set-
tings, the indicator may not reflect the number/percent
of adolescents who have been sexually active in the re-
cent past (e.g., the last 3 or 6 months).
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Indicator

AGE AT FIRST INTERCOURSE

Definition

This indicator is a summary measure of the average age
at which adolescents become sexually active. Evalua-
tors may alternatively calculate the indicator as: (1) the
mean age at first intercourse, (2) the median age at first
intercourse, or (3) the percent of youth who have ever
had intercourse by selected reference ages (e.g., age 13,
15,17, 19).

(1) Mean age at first intercourse

Y age of adolescents
Total # of adolescents

(2) Median age of first intercourse!

MEDIAN= L+[(50-cf/f)*i]

Where:

L = the true lower limit of the class interval in which
the median is located;

50 = the 50 percentile observation;

cf = the cumulated frequency up to the median class
interval,

f = the frequency within the median class interval; and
i = the class width.

(3) Percent of youth who have had intercourse at refer-
ence ages

# of adolescents of a reference age who
report having had intercourse
Total # of adolescents of the reference age

x 100
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Data Requirements

Self-report by adolescents on whether they have ever
had intercourse and, if so, their age at first intercourse.
Obtaining current age is also useful for more refined
measures (see below). Evaluators should measure the
indicator for both married and unmarried youth.

Data Source(s)
Surveys of program participants or adolescents in the
program’s intended population

Purpose and Issues

The typical or average age at which adolescents in the
program’s intended population are initiating sex is an
important parameter for program design purposes and
a key outcome indicator for programs aimed at delay-
ing onset of sexual activity. The preferred form of the
indicator is the median age at first intercourse, as this
form avoids bias problems that arise in the use of the
mean age in settings where sexual initiation typically
occurs at later ages. If fewer than 50 percent of the
sample is sexually active, the preferred form of the in-
dicator is the proportion of adolescents who had initi-
ated sex by specified reference ages among respondents
who are the reference age or older (e.g., the percentage
of adolescents 16 years of age or older who had initi-
ated sex by age 15). Evaluators may compute median
ages at first pregnancy or birth in a similar fashion.

! Note: This formula is for use with grouped data consisting
of percentage frequencies in each class. For ungrouped data,
the median is the value of the observation falling at exactly
the 50" percentile of the distribution of observations.



Gender Implications of this Indicator

Whereas menstruation is considered a sign of a young girl’s passage into
womanhood, in many societies, first sex marks a young man’s initiation
into manhood. Boys generally initiate sex earlier than girls, because many
cultures tolerate or encourage sexual activity among adolescent males. In
some places, a young man’s masculinity is questioned if he has not had
sexual intercourse by a certain age (McCauley and Salter, 1995). Re-
sponses to the question of age at first intercourse may thus be misreported
because of cultural norms that may encourage boys to boast about early
sexual experimentation, while having the opposite effect on girls, who
may underreport sexual activity because of the great value placed on vir-

ginity.
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Indicator

NUMBER OF SEXUAL PARTNERS AMONG SEXUALLY ACTIVE

ADOLESCENTS DURING A SPECIFIED REFERENCE PERIOD

Definition

The number of sexual partners during a specified refer-
ence period (e.g., the last 3, 6, or 12 months) among
sexually active adolescents

Data Requirements
Responses to survey questions on number of sexual
partners during the specified reference period

Data Source(s)
Surveys of program participants or adolescents in the
program’s intended population

Purpose and Issues

Having multiple sexual partners increases the risk of
transmission of STIs and HIV/AIDS. This indicator
provides a measure of how prevalent this high-risk be-
havior is in a program’s intended population. However,
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because consistent condom use greatly reduces the risk
of STI transmission, evaluators must consider the indi-
cator in conjunction with the indicators pertaining to
condom use (Percent of Sexually Initiated Adolescents
Who Used a Condom at First/Last Sex, Percent of
Sexually Active, Unmarried Adolescents Who Con-
sistently Use Condoms — see below) in order to assess
the prevalence of high-risk behaviors.

Because the indicator deals with a sensitive topic, there
is reason to be concerned about the accuracy of reported
information. Unfortunately, little methodological re-
search has been undertaken to assess how accurately
numbers of partners are reported in different settings.



Indicator

NUMBER/PERCENT OF ADOLESCENTS WHO HAVE

EXPERIENCED COERCIVE OR FORCED SEX

Definition

The number or percent of adolescents reporting some
form of coerced or forced sex including: rape, date rape,
domestic violence (resulting in sexual intercourse),
sexual assault, sexual harassment, incest, and sexual mo-
lestation (Kidman, 1993)

This indicator is calculated as:

# of adolescents reporting forced or
coerced sex
Total # of adolescents

x 100

Data Requirements
Self-reports of adolescents of the occurrence of coerced
or forced sex either in the immediate or distant past

Data Source(s)

Surveys of adolescents in a program’s intended popula-
tion; program “intake” interviews; interviews during
health service provision and/or in connection with edu-
cational or counseling programs

Purpose and Issues

Although most ARH programs emphasize self-efficacy
and decision-making with regard to sexual relations and
contraception, many adolescents, especially female ado-
lescents, experience forced sexual encounters. At the
1994 International Conference on Population and De-
velopment in Cairo and at the 1995 Fourth World Con-
ference on Women in Beijing, discourse on sexual and
reproductive rights appropriately characterized sexual
coercion as a symptom of the limited life options of
girls and young women. Thus, program models designed
to reduce sexual activity among adolescents must not

only offer information, but must also promote public
acknowledgment of the prevalence of sexual coercion
and of the gender inequality that fosters it. The plau-
sible existence of a considerable amount of coerced
sexual activity highlights the inadequacy of current ARH
program models, which primarily assume that sexual
activity among adolescents is voluntary (Mensch, Bruce,
and Greene, 1998).

This indicator provides a measure of the relative fre-
quency of adolescents victimized by forced sex. For
various reasons, incidents of coerced or forced sex are
likely to be significantly under-reported in survey in-
terviews. Evaluators can likely obtain more complete
reporting in connection with counseling programs. How-
ever, in many settings, such programs reach so few ado-
lescents, that the actual incidence is likely to be seri-
ously under-reported. Because of the sensitivity of this
matter, interviewers must often ask questions about co-
ercive sex repeatedly to offer adolescent respondents
an opportunity to disclose their experience with forced
sex. One potentially effective way of broaching the sub-
ject is to ask the adolescent: “Did you have any upset-
ting sexual experiences in childhood or adolescence?”
(Heise, Moore, and Toubia, 1995). Other researchers
have also asked: “Did someone ever make you touch
their breasts or genitals, or touch yours, when you did
not want to?” (Boyer and Fine, 1992). After receiving a
positive response, researchers or counselors can probe
more deeply by asking: the age at first abuse, the fre-
quency of occurrence, the type of abuse, whether abused
by one or more people, the relationship of person(s) to
the respondent, the location of the abuse, and whether
the respondent told anyone else about the abuse.
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Indicator

PERCENT OF SEXUALLY INITIATED ADOLESCENTS

WHO USED A CoNDOM AT FIRST/LAST SEX

Definition
The percent of adolescents who ever had sex reporting
that they used a condom during first and/or last sexual
intercourse

This indicator is calculated as:

# of adolescents who report having
used a condom at first/last sex
Total # of adolescents

x 100

Data Requirements
Reports of condom use at first and last sexual encoun-
ters

Data Source(s)
Surveys of adolescent program participants or adoles-
cents in the intended population for the program

Purpose and Issues

This indicator measures the prevalence of condom use
at two important reference points. Reported use at first
intercourse indicates the effectiveness of program mes-
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sages encouraging the use of condoms among youth who
become sexually active — an especially important mes-
sage for programs focusing on younger adolescents.
Condom use at last intercourse approximates the cur-
rent condom prevalence rate among adolescents (assum-
ing that last sexual encounters occurred in the recent
past). Given that most adolescents need non-perma-
nent methods that provide dual protection against preg-
nancy and STI transmission, this indicator specifies
condoms. However, evaluators may include questions
on the use of other contraceptive methods to capture
the use of other protective methods. Ideally, evaluators
will tabulate the indicator separately for married and
unmarried adolescents, because the circumstances sur-
rounding contraception and choice of method are quite
different for each group. Note that reports of condom
use (or the use of other contraceptives) do not necessar-
ily reflect consistent use, measured by another indica-
tor.



Indicator

PERCENT OF SEXUALLY ACTIVE, UNMARRIED ADOLESCENTS

WHO CoNSISTENTLY USE CoNDOMS

Definition

The percent of sexually active, unmarried adolescents
who report using a condom in all sexual encounters
during a defined reference period (e.g., last 6 or 12
months)

Because condom use varies by partner in some settings,
the preferred approach is to ask about respondent’s regu-
lar partner and recent non-regular partners (if any). The
indicator measures only unmarried adolescents because
of potentially confounding issues surrounding the use
of condoms by married couples.

This indicator is calculated as:

# of unmarried adolescents who report
using condoms in all sexual encounters

in a reference period x 100
Total # of unmarried adolescents

Data Requirements
Reports of condom use during recent sexual encoun-
ters

Data Source(s)

Surveys of program participants or youth in the geo-
graphic area of the program To measure this indicator,
evaluators can use responses to questions asking whether
youth “always,” “most of the time,” “sometimes,” or
“never” use condoms.

9% <c

Purpose and Issues

Because condoms protect against both pregnancy and
STI transmission and are readily available from non-
clinic sources in most settings, many ARH programs
promote condoms as the contraceptive method of choice
for adolescents. However, prior research indicates that
adolescents tend to be inconsistent contraceptive/con-
dom users and/or to use condoms with non-regular part-
ners but not necessarily with regular partners. Also,
some evidence shows that the regularity of condom use
tends to decline as the duration of sexual relationships
increases. In view of these findings, many ARH pro-
grams counsel condom use in all sexual encounters, ir-
respective of the partner and duration of relationship.
This indicator measures the prevalence of this “pre-
ferred” practice in a program’s intended population.
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Indicator

PERCENT OF ADOLESCENTS WHO REGULARLY USE DRUGS/ALCOHOL

Definition
The percent of adolescents reporting that they use drugs
and/or alcohol regularly

Evaluators may allow adolescents to define “regular
use” or may define regular use in terms of number of
times used during a specified reference period (e.g., the
last month).

This indicator is calculated as:

# of adolescents who report regular use
of drugs and alcohol
Total # of adolescents

x 100

Data Requirements
Responses to survey questions on drug and alcohol use
Specific questions may include:

e Inthe last month, how many times did you drink
alcohol?
How many times did you get drunk?

e The last time you drank alcohol, how many
drinks did you have?
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Data Source(s)
Surveys of program participants or youth in the
program’s intended population

Purpose and Issues

Studies in both the U.S. and developing countries have
shown that drug and alcohol use among adolescents is
associated with a higher prevalence of risky sexual be-
haviors (e.g., unprotected sex, multiple sexual partners).
This indicator thus measures the prevalence of these
non-sexual risk factors for adverse RH outcomes in the
program’s intended population. Where the prevalence
is high, programs may need to directly address substance
abuse as a proximate cause of adverse RH outcomes
along with sexual and contraceptive behaviors.



Indicator

PERCENT OF ADOLESCENTS WHO FEEL “CONNECTED”

WiTH THEIR PARENTS/FAMILY

Definition
The degree to which adolescents feel “connected” with
their parents/family

Evaluators measure connections in terms of the close-
ness of relationships between adolescents and parents

or other adult family members or caretakers.

This indicator is calculated as:

# of adolescents who report feeling
connected to their parents/families
Total # of adolescents

x 100

Data Requirements

Responses to survey questions on the degree of family
“connectedness” among adolescents. Evaluators may
include the following types of items in indices of con-
nectedness:

e Parents or other adult family members spend
time with adolescents;

e Adolescents perceive “closeness” with parents
or other adult family members;

e Adolescents perceive that they can approach
parents or other adult family members with
problems;

e Adolescents perceive that their parents and
families care about them;

e Parents or other adult family members help with
homework (for youth attending school);

e Adolescents feel comfortable talking with par-
ents or other adult family members; and

e Adolescents perceive that they are important to
their parents.

Data Source(s)
Surveys of program participants or youth in the
program’s intended population

Purpose and Issues

Studies in both the U.S. and developing countries have
shown that feeling “connected’ with parents and/or adult
family members protects adolescents against risky
sexual behaviors and thus against adverse RH outcomes
(Resnick et al., 1997). This indicator thus measures the
degree of connections between adolescents in the
program’s intended population and their parents/fami-
lies. For diagnostic purposes, the indicator measures
the percent of adolescents in the program’s intended
population that may be vulnerable to negative influences
and to adverse outcomes. In settings where the level of
connectedness is low, programs for parents and/or the
provision of alternative mentors may be called for. In
such programs, evaluators may also use the indicator as
an intermediate outcome indicator to measure improve-
ments in the social environment for adolescents in the
program’s intended population.
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Indicator

PERCENT OF ADOLESCENTS WHO HAVE EVER

BEEN PREGNANT OR CAUSED A PREGNANCY

Definition

The percent of adolescent females who have ever been
pregnant and the percent of adolescent males who have
ever caused a pregnancy

This indicator is calculated as:

# of adolescent females who report
having ever been pregnant
Total # of adolescent females

x 100

# of adolescent males who report
having ever caused a pregnancy
Total # of adolescent males

x 100

Data Requirements

Responses to survey questions asking whether female
adolescents have ever been pregnant and whether male
adolescents have ever caused someone to be pregnant

Data Source(s)
Surveys of program participants or youth in the
program’s intended population

Purpose and Issues

Many ARH programs aim to reduce the number of ado-
lescent pregnancies. This indicator provides a simple
proxy measure of the level or volume of adolescent preg-
nancies for use in assessing the impact of such programs.
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Alternatively, evaluators can use a pregnancy rate (i.e.,
number of annual pregnancies per 1,000 women 15-19
years of age). Evaluators can calculate this alternative
measure in the same manner as they calculate the age-
specific fertility rate for adolescents (see Part I11.B),
but they will base the calculation upon pregnancies in-
stead of on live births.

In settings where sexual relations and pregnancy out-
side of marriage are highly stigmatized, female respon-
dents to surveys will likely under-report adolescent preg-
nancies occurring outside of marriage. Responses by
male adolescents may also be biased, but the direction
of the bias is less certain. On the one hand, males who
have had multiple casual sexual partners may be un-
aware of pregnancies they caused. On the other hand,
male adolescents may exaggerate their sexual prowess
in surveys, and thus may over-report the number of preg-
nancies they caused. Nevertheless, in most settings,
the indicator provides a lower-bound estimate of the
true percent of adolescents experiencing or causing preg-
nancies.

Although ARH programs tend to view adolescent preg-
nancies as a negative outcome, pregnancies occurring
to adolescents are sometimes wanted. Some situations
may provide economic and social benefits of pregnancy
during adolescence. Thus, evaluators must interpret this
indicator in conjunction with data on the “wanted” sta-
tus of pregnancies occurring to adolescents.



Indicator

UNMET NEED FOR FAMILY PLANNING AMONG ADOLESCENTS

Definition

The number/percent of sexually active adolescents who
do not desire to become pregnant immediately but who
are not using a contraceptive method

Data Requirements
Responses to survey questions on:

e Desire for (additional) children, and if so, the
desired time until pregnancy/birth;
Current contraceptive use status;
Current sexual activity, fecundity, pregnancy,
and amenorrhea status for women not currently
using a contraceptive method;

e Wanted status of last pregnancy for currently
pregnant or amenorrheic women; and

e Use of a contraceptive method at the time of
the current/last pregnancy.

Data Source(s)
Surveys of adolescents in the program’s intended popu-
lation

Purpose and Issues

Although many programs operate on the assumption that
adolescents desire to avoid pregnancy, becoming preg-
nant is advantageous in some settings and situations.
The present indicator provides a measure of unmet need
for family planning comparable to the generic indica-
tor (Bongaarts, 1990; Westoff, 1991) but adjusted for
the situation of many adolescents. The adjustments in-
clude sexually active female adolescents who are not
currently married or in union. Evaluators may also sur-
vey for “sexually active” adolescents in terms of all
women reporting ever having had sexual intercourse.
However, this latter approach will include women who
have sex only sporadically; the fact that they are not
currently using a contraceptive method may overstate
the level of unmet need for family planning. Alterna-
tively, evaluators may use reported contraceptive use at
last sexual intercourse in lieu of current contraceptive
use.
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Indicator

PERCENT OF ADOLESCENTS WHO WERE EVER DIAGNOSED WITH AN STI

Definition
The percent of adolescents who have ever been diag-
nosed as having an STI

This indicator is calculated as:

# of adolescents ever diagnosed with an STI x 100
Total # of adolescents

Data Requirements

Responses to survey questions on whether adolescents
had ever been diagnosed as having an STI Questions
include:

e Has a physician or nurse ever told you that you
had an STI?; and
e Have you ever tested positive for an STI?

Data Source(s)

Surveys of program participants or youth in the
program’s intended population
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Purpose and Issues

Along with reducing the incidence of adolescent preg-
nancy, reducing the incidence of STIs among adoles-
cents is an important objective of many ARH programs.
This indicator provides a relevant long-term outcome
measure for such programs. Because the indicator is a
“lifetime” measure, it does not measure incidence or
prevalence for specific reference periods, although
evaluators can derive an incidence-like measure by ob-
taining information on the dates of episodes of STIs.
The measure is, however, crude and suffers from sev-
eral biases. First, many STIs lack recognizable symp-
toms; thus, the indicator will underestimate the true
percent of adolescents who have ever contracted an STI.
Second, because STIs imply that respondents have en-
gaged in behaviors stigmatized in many settings, the
indicator is prone to under-reporting in survey inter-
view situations. Thus, the indicator will provide a lower-
bound estimate in most settings.



Legal status of abortion
Policy status of abortion
Abortion rate (AR) and total abortion rate (TAR)

Total number of hospital admissions for abortion-related complica-
tions

Number/percent of SDPs providing postabortion care services by type
and geographic distribution

Number/percent of practitioners trained in PAC by type and geographic
distribution

Percent of SDPs providing postabortion care services that meet a de-
fined standard of quality

Number/percent of SDPs that offer family planning to postabortion
care patients



Complications of unsafe abortion are a major contribu-
tor to maternal mortality and morbidity in developing
countries and have been recognized by the international
community as a key public health issue. Inrecent years,
national Ministries of Health, NGOs, international re-
productive health agencies, and donor organizations
have increased their efforts to improve access to high-
quality postabortion care (PAC). PAC generally in-
cludes clinical treatment for complications of incom-
plete abortion, provision of counseling and contracep-
tive supplies (to avoid a repeat abortion), and in some
locations, referral to other reproductive health care. PAC
may also include community education to improve re-
productive health and to reduce unwanted pregnancy
and the need for abortion.

All but a few countries legally permit induced abortion
under one or more circumstances: to save a woman’s
life; in cases of rape or incest; to protect a woman’s
mental or physical health; or to meet socioeconomic
needs. Most donor-supported programs, including those
assisted by the U.S. Agency for International Develop-
ment (USAID), prohibit the promotion of abortion as a
method of family planning. This Compendium focuses
on use of the indicators for monitoring and evaluating
postabortion care.

For most indicators in other sections of this Compen-
dium, the “desired direction” of the indicator is clear.
For example, in HIV prevention, one seeks increased
use of condoms and decreased incidence of HIV infec-
tions. By contrast, increased use of postabortion care
services is a more ambiguous indicator of the effective-
ness of these services. A good postabortion care pro-
gram may treat an increasing number of cases in the
short term; this increase may indicate that improved
services are leading more women with complications
to avail themselves of the services, or it may mean that
the number of poorly performed abortions has increased
in the community. (One expects that postabortion or
induced abortion care will decline in the longer term as
women begin to use contraception more effectively).
In light of these considerations, the best indicators for

Part I11.1

POSTABORTION CARE

effective postabortion care are increases in the avail-
ability and quality of services rather than increases in
the use of these services.

As a final note, one indicator in this part of the Com-
pendium, the rate of abortions, could serve purposes
other than evaluating postabortion care. A key objec-
tive of many family planning and reproductive health
programs is to reduce the rate of abortions through pro-
vision of family planning services to prevent unwanted
pregnancies (Westoff and Bankole, 2001). Reductions
in the abortion rate may signal improvements in access
and quality of care in family planning services, although
reductions in abortion may lag behind if women are
motivated to limit fertility but are not yet using contra-
ception.

The reproductive health community has less experience
using and testing the indicators in this section than it
does those in most other sections of the Compendium.
However, as new PAC initiatives emerge, the need for
accountability is as great in this area as in other areas of
reproductive health. Thus, we present a number of in-
dicators in the spirit of stimulating dialogue and identi-
fying those most useful to program managers working
in this area.

Methodological Challenges of Evaluating PAC

Ideally, evaluators would like to monitor postabortion
care using such indicators as availability and quality of
care, the rate and number of cases treated for abortion-
related complications, adoption of family planning by
postabortion patients, numbers of unsafe abortions and
repeat abortions, and the number and type of referrals
to other reproductive health services. Ultimately, evalu-
ators and researchers would also want to assess the im-
pact of improved services on maternal mortality and
morbidity. Such information is virtually nonexistent in
the vast majority of developing countries. Most coun-
tries have little evaluation infrastructure and face press-
ing service delivery needs that often take priority over
monitoring, evaluation, and accurate reporting.
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e Data on trends and consequences of abortion and
on the prevalence of unsafe abortion are gener-
ally difficult to collect.

Some national-level reproductive health surveys (e.g.,
DHS and RHS) have asked questions about abortion,
but the data have proven unreliable in most cases. In-
formation on the risks of unsafe abortion for some vul-
nerable populations is particularly elusive. Certain
women at high risk for unsafe abortion, such as adoles-
cents and women who are refugees/internally displaced,
may not seek services in the public sector or may have
limited access to such services. As such, the available
data do not cover these groups. In particular, it would
be useful to know more about contraceptive use and the
magnitude and consequences of unsafe abortion among
these groups.

o Where existing systems for monitoring reproduc-
tive health programs exist, they often exclude
items related to postabortion care.

For example, in many countries, the commodities/lo-
gistics system or medical supplies list covers commodi-
ties related to all aspects of reproductive health pro-
grams; yet, rarely do such systems track the procure-
ment and use of manual vacuum aspiration (MVA) in-
struments used in treating abortion complications.

¢ Even a simple count of the number of public and
private facilities that provide PAC is often diffi-
cult to obtain.

To avoid unwanted attention from higher authorities or
to guard the anonymity of the patients involved, many
facilities systematically avoid reporting the number of
cases treated for the complications of abortion under
the mistaken belief that PAC is illegal. To further com-
plicate the problem, abortion-related cases are often
classified as hemorrhage or infection, and are thus dif-
ficult to identify as abortion-related.

e The private sector in many countries treats the
complications of abortion; yet, little systematic
reporting is available.

In fact, service providers may not openly “advertise”
that they provide these services. This scarcity of reli-
able data from both public and private sector services
greatly impedes the monitoring and evaluation process;
evaluators will need to make concerted efforts in most
countries to improve data collection.
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¢ Information on the quality of abortion-related
care is also difficult to collect.

Ideally, evaluators would like to collect data on the tech-
nique used for uterine evacuation, length of patient stay,
adequacy of postabortion contraceptive counseling, pro-
vision of a method, patient satisfaction, among others.
In fact, methodologies and data collection instruments
exist for assessing quality of care (once one identifies
facilities providing the services and has permission to
conduct an evaluation of the services). Yet even then,
the techniques available for assessing quality for more
routine reproductive health services (such as the Ser-
vice Provision Assessment [SPA] or the Quick Investi-
gation of Quality [QIQ] for family planning, described
in Part II.H.2) may be more difficult to apply in the
case of postabortion care, given the desire for patient
confidentiality and the psychological distress a woman
may be experiencing. In addition, assessment of ser-
vices is made more difficult by the round-the-clock,
emergency nature of the services and the relative low
frequency of PAC patient arrivals compared to family
planning visits or deliveries in maternity settings. Fur-
thermore, most developing country health systems lack
guidelines and protocols for postabortion care, and the
international guidance that exists currently is limited
and poorly disseminated (WHO, 1995b; Rogo, Lema,
and Rae, 1999).

e Determining the impact of unsafe abortion on
maternal morbidity and mortality is rarely fea-
sible.

Reproductive health programs seek to save the lives and
protect the health of women who undergo unsafe abor-
tion. Yet tracking the impact of unsafe abortion on
maternal mortality and morbidity is fraught with a
double set of challenges. The first relates to trying to
measure abortion accurately. The second is measuring
maternal mortality and morbidity with precision and
assigning causes, including unsafe abortion. (For a more
complete description of the methodological problems
relative to the measurement of maternal mortality, see
Part I11.D). In short, it is difficult to measure maternal
mortality and morbidity, much less the contribution of
unsafe abortion to these two outcomes, or of interven-
tions to reduce unsafe abortion. The WHO is the major
agency that has provided estimates on maternal mortal-
ity at regional and global levels and on the contribution
of unsafe abortion, although the unsafe abortion esti-
mates have not been updated recently (WHO, 1998c).



Programs can address some of the challenges to moni-
toring and evaluation in this area in the short term
through dedicating greater financial and human re-
sources to collecting and analyzing data. The indica-
tors discussed below are designed to provide a starting
point for these efforts. Addressing other challenges iden-
tified above will depend on developments in the larger
environment of policies, medical practices, and cultural
attitudes that determine how health systems respond to
unsafe abortion.
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Indicator

LEGAL STATUS OF ABORTION

Definition
The legal restrictions that establish the circumstances
under which a woman can legally terminate a pregnancy

Five possible degrees of restrictiveness of abortion laws
can exist for a given country (CRLP, 1999):

1) Abortion is permitted without restriction as to rea-
son;

2) Abortion is permitted on socioeconomic grounds
(such laws allow consideration of a woman’s eco-
nomic resources, her age, her marital status, and
the number of her living children);

3) Abortion is permitted to protect a woman’s mental
health, as well as her life and physical health (inter-
pretation of “mental health” may vary across coun-
tries, but it may encompass, for example, the psy-
chological distress suffered by a woman who is
raped or the severe strain caused by socioeconomic
circumstances);

4) Abortion is permitted to protect a woman’s life and
physical health (such laws may permit abortion on
health grounds that may require the threatened in-
jury to health be either serious or permanent); and

5) Abortion is permitted only to save a woman'’s life,
or the procedure is banned entirely.

Data Requirements
Text of existing laws

Data Source(s)

Penal codes, health codes, as well as reports of interna-
tional law organizations that monitor the status of abor-
tion (e.g., Center for Reproductive Law and Policy
website, www.crlp.org)

Purpose and Issues

The purpose of this indicator is to measure the degree
to which a woman has access to safe abortion care and
postabortion care in a given country. However, abor-
tion laws are just one factor, albeit an important one,
which influence access to care. Various policies and
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the manner in which they are implemented, for example,
may be more critical factors than the law(s). (See the
following indicator, Policy Status of Abortion.) Fur-
thermore, although almost all countries have at least
one legal indication (reason) for abortion, induced abor-
tion services may be unavailable to the extent allowed
by law.

Gender Implications of this Indicator

An estimated 20 million unsafe abortions occur
each year, and unsafe abortion contributes an es-
timated 13 percent of total maternal mortality, or
76,000 deaths per year (Ipas, 2000). The great
majority of deaths from abortion occur in coun-
tries where abortion is either illegal, or where
abortion is legal, but the status and access uncer-
tain enough (such as in India) that women still
resort to unsafe abortion. Maternal mortality has
been identified as a compelling gender equity and
human rights issue, and reduction of maternal
mortality is called for in the action plans of nu-
merous international conferences and conven-
tions. It is difficult to reduce maternal mortality
without attention to the toll that unsafe abortion
takes. Where abortion is illegal, access to high-
quality postabortion care, including provision of
family planning, is critical.




Indicator

PoLICY STATUS OF ABORTION

Definition
The policy environment concerning abortion

Policies are defined as including abortion laws but also
regulations, guidelines, financial provisions, and cus-
tomary practices affecting the delivery of abortion and
postabortion care. These policies may be written or
unwritten (e.g., informal guidelines) and may clarify
how program services should be operationalized and
provided at the health system level.

Evaluators can rate the policies on abortion care in terms
of four levels of restrictiveness:

1) Policies that encourage wide availability of abor-
tion care, with few restrictions on access;

2) Policies that allow abortion care to be provided, but
with some restrictive provisions;

3) Policies that significantly restrict access to abor-
tion care; and

4) Policies that prohibit provision of abortion care,
except in relatively rare situations.

Similarly, evaluators can classify the level of support
for postabortion care by four levels:

1) Policies that are highly favorable towards the treat-
ment of complications from abortion, including
complications from illegal abortion;

2) Policies that are moderately favorable towards
postabortion care;

3) Policies concerning postabortion care that are vir-
tually non-existent, and care provided is ad hoc and
highly variable; and

4) Policies that limit women’s access to postabortion
care.

Data Requirements
Information on current policies

Data Source(s)

Penal codes; special statutes; court decisions; public
health regulations and administrative codes; medical and
nursing standards; and health care facility protocols

Note: While some policies are written and widely dis-
seminated, others are informally developed and imple-
mented by health facilities and providers as a matter of
customary practice. For these informal policies, inter-
views with health care providers and administrators may
enable one to determine the prevailing policies in a given
geographical setting.

Purposes and Issues

Laws specifically addressing when a pregnant woman
can have an abortion based on the circumstances of her
pregnancy provide an initial indication of the policy
environment. Currently, about 62 percent of the world’s
population live in the 64 countries that legally permit
abortion either without restriction as to reason or on
broad socioeconomic grounds. The remaining 38 per-
cent live in countries that have varying degrees of re-
striction (CRLP, 1999).

Yet abortion and postabortion care-related laws can be
highly misleading with regard to what authorities actu-
ally tolerate or encourage, which may be either more or
less restrictive than the laws alone would indicate. In
some countries, “menstrual regulation,” or early abor-
tion when pregnancy has not been confirmed, is offi-
cially sanctioned and widely available, even though laws
on the books are highly restrictive with respect to “abor-
tion.” In other countries, abortion is legal for a wide
range of circumstances, but policies significantly restrict
access. For this reason, one must often go beyond the
official regulations and determine the actual policy to-
ward abortion.
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A range of institutions and individuals (e.g., clinical
providers, administrative health care personnel, profes-
sional associations, judicial authorities) may create and
implement policies, which may vary by geographic area
or from one health care system/facility to another. Fur-
thermore, policies with a major impact on postabortion
care and abortion care may not be formally spelled out,
but rather may be developed and carried out on an ad
hoc basis.

Examples of the content included in abortion-related
policies include:

¢ Circumstances under which a pregnant woman
is permitted to have an abortion, including her
age, marital status, circumstances of the preg-
nancy, and length of the pregnancy;
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Types of health care facilities authorized to pro-
vide induced abortion or postabortion care;
Types of health care providers authorized to pro-
vide induced abortion or postabortion care;
Funding of abortion-related services (e.g., avail-
ability of publicly funded subsidies for services,
availability of sliding-scale fees, requirements
for patient purchase of medications and sup-
plies);

Waiting periods, provider signatures, spousal
or parental consent, and other procedural re-
quirements prior to service delivery; and
Types of clinical instruments and medications
approved.



Indicator

ABORTION RATE (AR) AND ToTAL ABORTION RATE (TAR)

Definition

The abortion rate is the number of induced abortions
occurring in a specified reference period (e.g., one year)
per 1,000 women of reproductive age (15-44 or 15-49).

The abortion rate (AR) is calculated as:

# of abortions x 1000
Total mid-year population of women

15-44 (or 49)

The total abortion (TAR) rate is the total number of
abortions a woman will have in her lifetime if current
levels persist. This lifetime risk is a cohort measure
and can be calculated with period measures (age-spe-
cific abortion rates) or approximated by multiplying the
abortion rate by the length of the reproductive period
(30-35 years), (Bertrand and Tsui, 1995). Thus, the to-
tal abortion rate is calculated as:

TAR= 35 x abortion rate

Where:
35 = # of years of reproductive life span.

Data Requirements

Total number of induced abortions occurring in a given
year or reference period; the enumerated or estimated
mid-period population for the same period

Data Source(s)

Data on abortions: where abortion laws are liberal, of-
ficial statistics are likely to provide the most accurate
numbers; where abortion is restricted, data will be less
accurate but one may derive estimates from surveys of
providers, population-based surveys, hospital-based
studies, or a combination of sources.

Census data or projections based on census data usu-
ally provide information on the population of women
15-49.

Purpose and Issues

Rates and ratios are two of the most widely used abor-
tion measures. They are indispensable statistics for
documenting levels of abortion across time and space.
The abortion rate is a useful tool in the evaluation of
contraceptive services, either for the purpose of setting
a baseline or for measuring progress. The abortion rate
reflects contraceptive method and user effectiveness,
as well as access to services. The rate is less useful
than facility-based or other data for the evaluation of
demonstration projects or the effects of separate pro-
gram components.

Several factors affect the rate: 1) the proportion of
women who become pregnant in a year; 2) the likeli-
hood a pregnancy is unwanted; and 3) the likelihood an
unwanted pregnancy will be terminated. Consequently,
increasing effective contraceptive use and thus decreas-
ing the number of unwanted pregnancies can lower the
abortion rate, while potentially lowering fertility. On
the other hand, if the number of pregnancies is constant
but more unwanted pregnancies are carried to term, the
abortion rate will also decrease, with the effect of po-
tentially increasing fertility.

Like the total fertility rate, the total abortion rate is eas-
ily understood and serves as an effective statistic for
comparative purposes. The advantage of the TAR is that
is takes into account the probability of becoming preg-
nant and the probability of terminating each pregnancy
throughout the reproductive life cycle. Like the abor-
tion rate, a high TAR may indicate several factors, in-
cluding the availability and quality (or lack thereof) of
contraceptive services. A high TAR may also reflect a
high prevalence of traditional contraceptive method use
in a given country.
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Development of the abortion rate by specific age ranges
(such as 15-19 or 24) can also be a useful tool for docu-
mentation of those groups at particular risk for abor-
tion.

Rates and ratios, however, are often seriously compro-
mised in terms of accuracy. As stated above, where
abortion is restricted, data are likely to be inaccurate.
In these circumstances, data may require adjusting for
underreporting, misclassification or socioeconomic con-
ditions that reflect the safety of clandestine abortion
and the likelihood that a woman with complications
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from an induced abortion seeks and receives treatment.
Even in less restricted settings, research has shown that
women underreport their abortion experiences. Where
judicial reprisal or severe physical or psychological
damage is a possibility, accurate reporting is even less
likely. For years, researchers have attempted different
methods for collecting sensitive and personal informa-
tion at little or no threat to the research subjects. Re-
cent efforts with the National Survey of Family Growth
in the United States include computer-assisted inter-
views, which maximize a respondent’s privacy.



Indicator

TotaL NUMBER OF HOSPITAL ADMISSIONS FOR

ABORTION-RELATED COMPLICATIONS

Definition

The total number of admissions to a health care facility
for abortion-related complications for a reference pe-
riod (e.g., one-year)

This indicator includes both complications resulting
from spontaneous abortion (miscarriage) and those oc-
curring as a result of induced abortions.

Postabortion complications include hemorrhage, local
and systemic infection, injury to the genital tract and
internal organs, and toxic or chemical reactions from
attempts at self-induced or unsafe abortion. This indi-
cator omits long-term sequelae (physical impairment,
pain, pelvic inflammatory disease, secondary infertil-
ity, increased rate of ectopic pregnancy).

Data Requirements

Counts of women admitted to a health care facility for
treatment of abortion-related complications during a ref-
erence period

Data Source(s)
Special studies or services statistics from health facili-
ties providing treatment of abortion complications

Note: In hospitals in developing countries, treatment of
abortion complications may be performed in many dif-
ferent locations within the facility, such as the gyneco-
logical ward, emergency room or operating room; data
collection should therefore include admissions from all
locations.

Purpose and Issues

This indicator monitors changes in caseloads and has
important administrative implications. Evaluators and
managers can also use it to track resource use and needs
for treatment of abortion-related complications. It also
has policy implications in that it is useful for assessing
the cost of unsafe, induced abortions to individual hos-
pitals or to a national health system. Numbers of ad-
missions for abortion complications can also provide

denominators for other useful indicators, such as the
percentage of PAC patients under the age of 20 or the
percentage of PAC patients presenting at 12 or fewer
weeks of pregnancy. In some individual facilities, such
as health centers, however, the number of admissions
for abortion complications may be small so that calcu-
lation of percentages may be inappropriate.

Peru provides an example of current efforts to improve
the quality of information about PAC caseloads at pub-
lic sector health centers and hospitals in one state. The
process involves completion of a standardized clinical
history form for each postabortion patient receiving
treatment in the facility. The form requests informa-
tion about a limited number of key indicators, such as
diagnosis, patient age, evacuation technique used, and
duration of pregnancy. Providers in these facilities are
accustomed to completing a similar form for obstetric
deliveries, so they have easily adopted the form. Staff
are responsible for entering the information into a data-
base at each facility, and the Ministry of Health makes
the information available for use at the facility, state,
and national levels. The Ministry of Health and Ipas
are assessing this pilot project for possible use in other
states in Peru and, eventually, in other countries.

This indicator includes both complications due to in-
duced and to spontaneous abortions. While it is often
of interest to distinguish between the two types in order
to estimate the number of induced abortions, this infor-
mation is often difficult to obtain. Moreover, many
would question the ethics of asking young women if
they have had an abortion in restrictive legal settings.
Clinical evidence is often inconclusive, and reports may
also be heavily biased in restrictive environments. Even
where service providers are fairly certain that an abor-
tion-related complication results from an induced abor-
tion, they may choose not to report this in the records
due to a legally and/or socially restrictive environment.
This omission results in service data that are potentially
misleading in terms of the number of spontaneous ver-
sus induced abortions.
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Evaluators have used several approaches in attempting
to distinguish between spontaneous and induced abor-
tions. These approaches range from a series of ques-
tions asked of the patient to multipliers based on the
biological occurrence of spontaneous abortion to mul-
tipliers based on expert opinion of the proportion of
hospitalizations due to complications of induced abor-
tion.

This indicator can estimate the extent of induced abor-
tion in countries where abortion is restricted. Research-
ers have utilized data on abortion-related hospital ad-
missions to construct such estimates. Evaluators can
extrapolate the number of abortion-related hospital ad-
missions to estimate the number of abortions in the
population by using a variety of multipliers. These
multipliers will be region and country specific. They
will vary by the degree of restrictiveness of the legal
and social climate, the availability of induced abortion
performed by trained providers, the procedures used by
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clandestine providers, the availability of antibiotics, and
the socioeconomic status of the women who undergo
abortions. To address the uncertainty related to these
multipliers, researchers have suggested using a range
of estimates with several different multipliers (Singh
and Wulf, 1994).

The best way to collect data for this indicator may be to
conduct special studies at specific facilities (e.g., hos-
pitals in urban areas). A hospital-based study in Nige-
ria indicated that over 75 percent of gynecological ad-
missions to hospitals were due to abortion-related causes
(Rogo, Lema, and Rae, 1999).

Possible alternative indicators include:

e Percent of cases of obstetric complications
treated at service facilities that are abortion-re-
lated; and

e Percent of women treated for PAC at service
facilities who die.



Indicator

NUMBER/PERCENT OF SDPs PROVIDING POSTABORTION CARE

SERVICES BY TYPE AND GEOGRAPHIC DISTRIBUTION

Definition

The total number and percent of service delivery points
(SDPs) providing PAC services by type of facility (e.g.,
health center, district hospital, private physician) and
geographic location

Service delivery points should include those in both the
public and private health care sectors.

This indicator is calculated as:

# of SDPs of a particular type that
deliver PAC services in a given area
Total # of SDPs of that type in the area

x 100

Postabortion care consists of:

e Emergency treatment of complications from
spontaneous or unsafely induced abortions;
Family planning counseling and services; and
Linkages to comprehensive reproductive health
care.

The need for community education to reduce the need
for abortion and improve reproductive health is often
considered a fourth element of postabortion care.

Data Requirements

Total number, type, and geographic location of facili-
ties providing postabortion care services; total number
of service delivery facilities by type and location

Data Source(s)
National program records; private and NGO records;
provider interviews; and observation of services

Purpose and Issues

The purpose of this indicator is to measure the degree
to which postabortion care services are available within
a given country. All countries should be able to moni-
tor the availability of PAC services for treatment of abor-
tion complications. In countries where abortion is se-
verely restricted, evaluators may have difficulty obtain-
ing accurate information on all the facilities providing
postabortion care services. Even in countries where
abortion laws may be less restrictive, providers (espe-
cially private providers) may be less open to admitting
that they provide such services because of the stigma
attached to abortion and a desire to protect the privacy
of their patients.

Ideally, information collected for this indicator can serve
to monitor other key indicators, such as the percentage
of facilities offering PAC services in a given region or
at a given level of care (e.g., health center, district hos-
pitals, and tertiary hospitals). Another alternative in-
dicator is the number, type, and geographic distribution
of SDPs that have commodities, equipment, and trans-
port for postabortion care.

If population figures are available, information collected
for this indicator may help determine if the number and
type of facilities providing services are sufficient for
the population served. Indicators developed by
UNICEF, WHO, and UNFPA for monitoring access to
emergency obstetric care can provide guidance.
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Indicator

NUMBER/PERCENT OF PRACTITIONERS TRAINED IN PAC BY

TyYPE AND GEOGRAPHIC DISTRIBUTION

Definition
The total number and percent of practitioners trained in
PAC by type of specialty and geographic location

This indicator is calculated as:

# of practitioners of a particular specialty
and practicing in a given area trained

in PAC

Total # of providers of that specialty
practicing in the area (e.g., district)

x 100

Postabortion care consists of:

e Emergency treatment of complications from
spontaneous or unsafely induced abortion;
Family planning counseling and services; and

e Linkages to comprehensive reproductive health
care.

Data Requirements

Number of practitioners trained in PAC by specialty and
geographic location; the number of all providers by spe-
cialty and location of practice

Data Source(s)

National program records; private and NGO program
records; and training institution records (e.g., medical
and midwifery school records)
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Purpose and Issues

The purpose of this indicator is to measure the extent to
which practitioners are trained in PAC, which in turn
influences the availability of such services.

If denominators by type of practitioner are available,
data collected for this indicator may be used to deter-
mine the percentage of provider types trained in a given
country, for example, the percentage of ob-gyn or gen-
eral practitioners or nurse-midwives trained in PAC.

A limitation of this indicator relates to the follow-up
monitoring of practitioners applying their skills to their
jobs. Training of providers often takes place in settings
such as teaching hospitals. Once providers are assigned
to their posts, they may find it challenging to apply the
skills they learned. Once providers are spread out geo-
graphically in a given country, evaluators may have dif-
ficulty routinely monitoring how and whether they are
using the skills they learned in training.

Alternative indicators may include:

e Number and percent of medical and nursing
schools incorporating PAC into their curricula;
and

e Number and percent of practitioners trained in
PAC during pre-service and in-service training.



Indicator

PERCENT OF SDPs PROVIDING POSTABORTION CARE

SERVICES THAT MEET A DEFINED STANDARD OF QUALITY

Definition

A framework of fundamental elements necessary for the
delivery of high-quality postabortion care appears in
Table III.I.1 (Leonard and Winkler, 1991 and Ipas/
PRIME, 1998). Developed by Ipas, this framework pro-
vides guidance on the development and use of indica-
tors to monitor and evaluate the quality of postabortion
care. Following is a list of the key components of
postabortion care.

e Appropriate technologies for uterine evacua-
tion;

Technical performance in PAC services;
Patient-provider interaction;

Information and counseling on PAC; and
Awvailability of equipment, supplies, and medi-
cations.

This indicator is calculated as:

# of SDPs providing PAC services that
meet a defined quality standard
Total # of SDPs offering PAC services

x 100

Data Requirements

Scores for each facility on data collection instruments
developed to assess the quality of services at a network
of facilities; for the denominator, counts of SDPs offer-
ing PAC services.

Data Source(s)

Checklists; observation of services; informal patient and
provider interviews; and review of facility records such
as surgical logbooks for routine monitoring or supervi-
sion of the quality of PAC services

Facility audits, patient interviews, and/or observation
of patient-provider interaction for more in-depth spe-
cial studies

Purpose and Issues

Although measurement of service quality is challeng-
ing, managers and providers can use the indicators out-
lined in this Compendium and other existing resources
to routinely assess their own programs. The type of
services available will depend on the level of the facil-
ity within the broader health care system. Health care
systems should strive to decentralize PAC services so
that women have access to emergency care within a rea-
sonable time and distance from their homes.

Researchers have conducted a number of PAC opera-
tions research projects in Latin America and Africa, tak-
ing care to ensure informed consent and protection of
patient confidentiality in studies on abortion-related
services. This research has documented changes in
quality after the introduction of PAC interventions in a
variety of health care settings.

The complexity of clinical service provision requires
the monitoring of many aspects of care. Appropriate
infection prevention practices, for example, require that
providers carry out a number of different steps in the
process of clinical care. Table III.I.1 includes possible
indicators for measuring each of the key quality com-
ponents of PAC. These indicators vary in their format
and will require further testing to determine the most
useful and valid means of assessing service quality.
Service delivery staff and managers should determine
how they plan to measure their program’s performance.
Two references provide guidance on using checklists
for many of the indicators listed in Table III.I1.1. (Otsea
et al., 1999; Population Council, 2000).
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Table II1.I.1 Possible Indicators by Key Component of Quality for PAC

complications

s . Patient Service
Indicator szll‘l;itty Observation Il; rtz::il:; Exit Statistics
Interview
Appropriate Technologies
e Availability of safe, effective technologies 4 v
for uterine evacuation
Technical Performance
o Availability of providers trained in PAC v
o Adherence to current/updated practices for v
uterine evacuation
e Percent of appropriate patients (12 or less v
weeks of pregnancy) treated with MVA v
o Adherence to current/updated infection v v
prevention practices (universal precautions)
o Adherence to currc?nt/updated pain v v
management practices
e Existence of hygienic service delivery v v
environment
e Average length of time from patient arrival v
at the health care facility until treatment v
e  Mechanism for stabilization, referral, and
transport of patients with severe abortion v v
complications
Patient-Provider Interaction
e Maintenance of confidentiality of patient
records and information exchanged between v 4
providers and patients
e Respect for women’s needs for privacy v v
during treatment v
e Adherence to practices of informed choice v
for patient decisions v
Information and Counseling
e Percent of patients who receive information
about their diagnosis, treatment, prognosis,
follow-up care necessary, and post-treatment v v

410




Indicator

Facility
Audit

Observation

Provider
Interview

Patient
Exit
Interview

Service
Statistics

Percent of PAC patients who receive FP

counseling that includes at least the

following information:

= Pregnancy can occur immediately;

= Use of a contraceptive method can delay
a subsequent pregnancy if the woman
wishes a method; and

* Location where she can obtain a
contraceptive method.

Percent of PAC patients who wish to receive

a contraceptive method at the time of

treatment and who receive the following

information:

= Assessment of the woman’s personal
situation;

= Contraceptive options;

= Method use;

= Side effects of the method selected; and

* Resupply options.

Percent of PAC patients who receive
contraceptive method prior to departure
from the health care facility

Percent of PAC patients at risk of HIV/STI
referred for testing and counseling

Equipment, Supplies and Medications

Availability of supplies, equipment, and
medications for uterine evacuation,
including materials for infection prevention
and pain management

Availability of a range of contraceptive
methods
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Indicator

NUMBER/PERCENT OF SDPs THAT OFFER FAMILY PLANNING

TO POSTABORTION CARE PATIENTS

Definition

The total number and percent of SDPs offering family
planning counseling and methods to postabortion care
patients

The numerator includes all SDPs offering family plan-
ning after a woman receives treatment of abortion com-
plications. The denominator includes the total number
of SDPs offering PAC in a given country.

This indicator is calculated as:

# of SDPs offering family planning
counseling and methods to
postabortion care patients

Total # of SDPs offering PAC

x 100

Data Requirements

Count of the total number of centers/hospitals offering
PAC and total number of centers/hospitals routinely
offering family planning to women who have received
PAC services

Data Source(s)

Service statistics; provider and patient interviews; and
observation of services; interviews with patients or ac-
tual observation of services (preferred); provider inter-
views (useful); logbooks and patient records (potentially
useful but often incomplete or inaccurate)

Purpose and Issues

The recovery period after PAC services is an opportu-
nity for health providers to offer comprehensive repro-
ductive care.
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Providers should offer counseling on family planning
following any postabortion care services, because
women can regain their fertility as soon as 14 days af-
ter an abortion and before the next menses. Every
woman treated for complications from an abortion
should be aware of the following before leaving the
health facility: pregnancy can occur immediately and
use of a contraceptive method can delay a subsequent
pregnancy if the woman wishes a method. FP methods
should be available on site; and for those women who
select a method at the time of treatment, counseling
should include: assessment of the woman’s personal
situation, contraceptive options (almost all methods can
be started immediately following PAC procedures),
method use, side effects of the method selected, and
resupply options. In countries where STI/HIV/AIDS is
prevalent, providers should encourage dual protection
(Rogo, Lema, and Rae, 1999).

Possible alternative indicators may include:

e Percent of PAC patients who receive family
planning counseling at the time of service;

e Percent of PAC patients who accept a contra-
ceptive method at the time of service; and

e Percent of PAC patients at risk of HIV/STI re-
ferred for testing and counseling



Number of visits to male-focused services, by type of service
Percent of men (husbands) who are supportive of their partner’s
reproductive health practices

Percent of contraceptive method use requiring male cooperation
Percent of men and women who discuss reproductive health issues

with their spouse or sexual partner



Part 111.J

MALE INVOLVEMENT IN RH PROGRAMS

Reproductive health programs have traditionally focused
on women. However, since the ICPD Conference of
1994, programs have paid increasing attention to male
involvement in reproductive health services. The Cairo
Plan of Action highlighted the need to “promote gender
equality in all spheres of life... and to encourage and
enable men to take responsibility for their sexual and
reproductive behavior and their social and family roles”
(United Nations, 1994). In recent years, family plan-
ning and other reproductive health programs have in-
creased their efforts to involve men in their programs,
because they recognize that men have an important in-
fluence on women’s and children’s health, as well as
distinct health needs of their own. Many advocates for
involving men in reproductive health programs believe
that involving men can lead to greater gender equity.

Gender is often misunderstood as a synonym for
women’s issues, but gender refers to the socio-cultural
roles of both women and men. Men as well as women
face gender-related barriers to reproductive health.
Gender-sensitive programs recognize that gender in-
equalities between women and men significantly influ-
ence the sexual health of both men and women. Pro-
grams that aim to improve the status of women must
also recognize that men influence the status of women’s
health.

Gender norms that act as barriers to women’s involve-
ment in reproductive health programs also act as barri-
ers for men. Men are frequently described as the for-
gotten clients, particularly for family planning services.
Men face both socio-cultural barriers and institutional
barriers to involvement.

Socio-cultural definitions of masculinity may make it dif-
ficult for men to seek reproductive health information
or services. Men who wish to limit their family size of-
ten face gender norms that equate number of children
with virility and that discourage men from using repro-
ductive health services of any kind. Some societies en-
courage men to take sexual risks, such as frequenting
sex workers. Some have suggested that risk-taking be-

havior also extends to having sex without condoms (Fore-
man, 1999). Some cultures equate masculinity with ex-
ercising power over women. Men’s fears of losing power
(often triggered by women becoming primary decision-
makers about family planning) can lead to gender-based
violence.!

Men who do wish to use available services also encoun-
ter gender barriers. Men’s involvement in the health
system often stops at the door to the clinic. When they
accompany their partners to a facility, men may find an
absence of programs that encourage or allow them to
participate. Men are concerned about preventing and
treating sexually transmitted infections (STIs), yet of-
ten they do not know where treatment is available. Men
also worry about impotency and infertility; they are more
likely than women to work in areas with environmental
or occupational hazards that can lead to reproductive
health problems. However, clinics and programs, espe-
cially in remote and rural areas, focus on women’s health.

Approaches and Objectives of Male Involvement
Initiatives

Greene (1999) describes the evolution in initiatives aimed
at increasing male involvement in reproductive health —
specifically, she outlines four approaches to male involve-
ment:

The traditional family planning approach: This ap-
proach, which dominated the field prior to Cairo ICPD
in 1994, predominantly focuses on providing contracep-
tive methods to women for the purpose of reducing fer-

tility.

The men and family planning framework: This ap-
proach assumes that men can prevent women’s contra-
ceptive use and that they themselves are an untapped
group of potential contraceptors. It treats males prima-
rily as a means of increasing contraceptive prevalence.

I'See Part II1.K for more discussion on violence.
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The male equality framework: This approach is char-
acterized by programs designed to serve men as RH
clients in much the same fashion as programs have
served women, consistent with the Cairo Programme
of Action that called for increased attention to the indi-
vidual needs of women, men, and adolescents.

The gender equity framework: This approach ad-
dresses the relationship between women and men and
the sharing of responsibility and action. It focuses on
men as supportive partners of women, and thus reflects
the spirit of the ICPD document and the transformation
of social roles that constrain reproductive health and
rights. It emphasizes the ways services are provided
and the opportunities to deliver and reinforce messages
supportive of gender equity rather than specifying which
RH services should be provided and to whom.

RH initiatives directed toward women generally have
clearly defined behavioral objectives: to increase con-
traceptive prevalence, to increase the use of a skilled
birth attendant at delivery, to increase the use of condoms
for STI/HIV prevention, to increase the prevalence of
breastfeeding, and so forth. In contrast, no single com-
mon behavioral objective underlies male involvement
programs, and in some cases, they have no discernable
behavioral objective. Rather, such programs view par-
ticipation of males as an end in itself.

To the extent that male initiatives have had specific be-
havioral objectives, they have evolved over time, con-
sistent with the four approaches outlined above. Under
the first two (traditional and men and family planning),
the primary objective tended to be the same as for
women’s programs: to increase contraceptive preva-
lence. However, programs that have adopted the third
approach (male equity) seek to increase utilization of
male-oriented RH services, the first of the objectives
described below. Programs with a gender equity focus
often have one or more of the remaining objectives listed
below: to increase couple communication, to increase
support for women’s RH practice, and to change soci-
etal gender norms that harm women’s health.

With the expansion of reproductive health beyond fam-
ily planning to a broader range of subjects, the potential
for male involvement also increases. For example, males
often play the dominant role in sexual decision-making,
directly related to prevention behaviors for HIV/AIDS.
Men play a crucial role in providing financial and logis-
tic support for women in need of emergency obstetrical
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care, as well as postabortion care. Adolescent programs
seek to reach males as well as females, not only with
information and services to protect themselves and their
partners, but also with messages regarding gender eq-
uity. Males are also part of the intended audiences for
initiatives to eliminate FGC. Whereas family planning
programs tended to focus largely on women, the ex-
panded range of RH interventions calls for an expanded
role for men. In short, where the objectives of male ini-
tiatives extend beyond simply increasing contraceptive
use, they tend to include one or more of the following
objectives.

(1) To increase utilization of male-oriented RH ser-
vices

Men’s reproductive health needs include a wide range
of services: family planning, treatment and prevention
of STI/HIV/AIDS, infertility, sexual problems (impo-
tency), and others. They also need clinics and doctors
that provide confidential and non-judgmental care. Pro-
gram staff should be aware that, like women, men are
not a homogenous group. The needs of adolescent males,
married men, older men, men with HIV/AIDS, and ho-
mosexual men differ. However, reaching men is more
difficult than reaching women, for whom maternal and
child health services have been designed. Traditionally,
men are much less likely to have used a health clinic
than women are.

Male-oriented services take several forms. Some coun-
tries have established male-only clinics. Others have
established special hours (or evenings) for men at fa-
cilities oriented to women or to the general public. Oth-
ers have publicized existing services more widely (e.g.,
STI treatment or vasectomy) to reach a larger number
of men, or they have added services to increase options
for males and to improve existing services (e.g., no-
scalpel vasectomies).

(2) To increase couple communication

Research to date in the area of family planning shows
that couples who make contraceptive decisions together
tend to have higher rates of contraceptive use (Huezo
and Malhotra, 1993). Women may have perceptions
about their partner’s ideal family size or desire for more
children that prove false when the couple actually dis-
cusses the subject. Similarly, couple communication is
essential for negotiating condom use or use of natural
family planning.



While increasing couple communication is a desirable
objective, we mention several caveats. Increasing couple
communication does not necessarily improve communi-
cation. Nor does it ensure that women will have an eq-
uitable role in decision-making. Programs must ensure
that they do not inadvertently undermine women’s abil-
ity to make RH decisions by involving men. For example,
one campaign in Zimbabwe used athletes to encourage
men to play a greater role in family planning decision-
making but actually increased the percentage of men
who thought they should have sole control over contra-
ceptive decision-making (Piotrow et al., 1992).

(3) To increase partner support for women’s RH
practice

In addition to addressing men’s own reproductive health
concerns, involving men may improve women'’s health.
Women generally do not make decisions about their own
reproductive health in a vacuum. Rather, their husbands
as well as other family members influence them. Men
are instrumental in providing the necessary physical, fi-
nancial, and emotional support to give women access to
reproductive healthcare, or conversely represent ob-
stacles for many women who wish to protect their re-
productive health. Some programs seeking to better
women’s health encourage men to:

o Ensure that their partners have adequate
nutrition during pregnancy;

o Ensure that their partners seek prenatal
care;

o Ensure that their partners seek emergency ob-
stetrical care, if needed;

e Prevent the spread of STI/HIV; and

e Provide support for families by encouraging
education for both boys and girls, adequate
nutrition, and healthcare for all.

However, not all women want their partners “involved.”
Some use contraceptives against their husbands’ wishes
or without their husbands’ knowledge. Others are afraid
to raise the subject of family planning or condom use
for fear of violence. In short, programs need to ensure
that the female clients want their partners involved be-
fore programs proceed to involve them.

(4) To change societal gender norms that harm
women’s health.

Although changing social norms may seem an impos-
sible task, over the past 30 years, we have witnessed a
dramatic change in the norms governing the acceptabil-
ity of family planning. The concept that having a large
number of male children is a sign of masculinity has
changed in many countries around the world. Some pro-
grams have begun to focus on men with the objective of
influencing social norms related to promiscuity, forced
sexual intercourse, and violence. In Nicaragua, for ex-
ample, a UNFPA program “Apoyo a los Servicios y
Acciones de IEC del Ejército de Nicaragua en Derechos
y Salud Sexual Reproductiva” (Support for Sexual and
Reproductive Health Services and IEC Initiatives in the
Nicaraguan Army) worked to sensitize soldiers in the
National Army to issues of sexuality, in particular STI
prevention and gender-based violence (UNFPA, 2000).

Other programs have promoted specific behaviors that
reduce risk to both men and women: encouraging absti-
nence or delay of sexual initiation, reducing the number
of sexual partners, and consistently using condoms for
sexual relations, especially with non-regular partners.

Programs dealing with larger cultural issues, such as
female genital cutting and the early marriage of females,
have also begun to include men in their programming
with the objective of changing their attitudes on these
deeply entrenched practices.

Methodological Challenges of Evaluating Male In-
volvement Initiatives

Despite the recent surge of interest in this area, rela-
tively few organizations have evaluated effectiveness
of these programs. Most projects have been small in
scale, and few have been subjected to rigorous evalua-
tion. Even though male involvement initiatives are still in
their infancy, several challenges for evaluating these
programs are already evident.

e Many male involvement initiatives lack
clear behavioral objectives.

The purpose of program evaluation is to determine
whether the program has achieved its objectives. In al-
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most all other areas of RH, intermediate objectives re-
fer to expected changes in knowledge, attitudes, and
behaviors that, over time, lead to improved health out-
comes (e.g., decreases in fertility, mortality, and mor-
bidity). Many male involvement initiatives to date have
focused on male participation in activities seemingly as
an end in itself, not as a means to meaningful behavioral
change. Others share the objectives of programs de-
signed to reach women (e.g., increase contraceptive
use), but lack the means to isolate the role of male in-
volvement in the process. Programs generally work on
certain underlying assumptions regarding the benefits
of male participation, but few programs have designed
interventions based on a clear conceptual framework —
illustrating the pathways by which male participation will
improve RH behaviors and outcomes — that provides
the basis for systematic evaluation.

e Because of the historic focus of the RH
field on women, relatively little data exist
on men.

The 1980s saw growing recognition of the role men play
in family planning decision-making; consequently, the
DHS began to collect a limited amount of data on males,
as a complement to the conventional DHS-data collec-
tion for women. With the spread of the AIDS epidemic,
males have assumed a higher profile in RH interven-
tions: as a result, the DHS and the RHS surveys have
collected more data on men. However, routine service
statistics often capture conventional service utilization,
which focuses on women and children, not on men. In
short, data on men are less available than data on women
are.
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o Quantitative measures (from the DHS/RHS or
service statistics) do not capture the complex
issues involved in gender dynamics.

Despite the traditional reliance on quantitative indica-
tors, these indicators will not be sufficient to guide the
development and refinement of male involvement pro-
grams. To complement the quantitative indicators (such
as those listed in this Compendium), programs will want
to use a variety of qualitative techniques to assist them
in designing and evaluating programs in the future.

The indicators presented in this Compendium are by no
means exhaustive. Rather, they represent illustrative in-
dicators corresponding to the four common behavioral
objectives of male involvement interventions, outlined
above.

As mentioned above, the evaluation of most male in-
volvement initiatives focuses on process measures of
male participation in activities. Few to date have actu-
ally measured these interventions in terms of outcomes
(e.g., knowledge, attitudes, behavior). The indicators that
follow illustrate the types of measures that evaluators
can apply to male involvement activities in the future,
depending on the actual objectives of each intervention.
In addition to the indicators presented in this section,
male involvement programs can also use a number of
the indicators presented for Behavior Change Commu-
nication Programs. (See Part IL.F.)



Indicator

NUMBER OF VISITS TO MALE-FOCUSED SERVICES, BY TYPE OF SERVICE

Definition

The number of “visits” — each occasion on which an
individual seeks assistance from a given facility (or male-
focused service within a larger facility)

The number of visits will be the same or greater than
the number of persons using the service (reflecting some
repeat visits to the service).

Data Requirement
Number of visits, by type of visit

Data Source(s)
Program service statistics

Purpose and Issues

The indicator reflects the volume of service provided to
men for RH problems, as well as the nature of the prob-
lems treated. It is useful in justifying the continuation of
this type of service if demand remains high. Also, it al-
lows program managers to adjust staffing patterns based
on the services most in demand.

An alternative indicator is the number of individuals seek-
ing information and/or services. This indicator raises
the question of possible repeat visitors, which is not an
issue with “number of visits.”

This indicator represents a minimum of information
needed to track male use of RH facilities. The studies
determining client satisfaction with the services will fur-
ther enhance the monitoring process.

419



Indicator

PERCENT OF MEN (HUSBANDS) WHO ARE SUPPORTIVE OF THEIR

PARTNERS’ REPRODUCTIVE HEALTH PRACTICES

Definition
The percent of males who support their partners’ repro-
ductive health practices

This indicator is calculated as:

# of males who support their partners’
reproductive health practices x 100
Total # of men surveyed

“Supportive” can be operationally defined in several dif-
ferent ways, including attitudes toward specific behav-
iors (e.g., contraceptive use), responses to hypothetical
situations, and reported actions/behaviors.

“Reproductive health practices” refer to the behaviors
that reproductive health programs promote (e.g., often
the objective of the program): contraceptive use,
breastfeeding, delivery in the presence of a skilled birth
attendant, and so forth.

Data Requirements
Responses to structured or in-depth interviews

Data Source(s)

Surveys among the male clientele at health facilities or
other men’s reproductive health sites (program-based)
or among the men in the general public (population-
based). Alternative sources are surveys among the wives
of participants in male-focused programs.
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Purpose and Issues

One way a man can become “involved” in RH is by
supporting his wife/partner in her practice of desirable
health behaviors. Although some argue that this type of
involvement does not go “far enough,” in societies where
males have withheld such support, this involvement can
represent an important step forward.

Evaluators can assess men’s level of support for
women’s RH practices using three types of questions:
attitudes, responses to hypothetical situations, and re-
ported actions. Illustrative questions of each type are
presented in Box III.J.1. One expects that these re-
sponses will become more favorable as a result of inter-
ventions directed toward male involvement.

The answers to this set of questions are subject to bias,
especially if men are aware that their attitudes or be-
haviors deviate from socially accepted responses. The
best solution to this problem is for the interviewers to
ask these questions in a matter-of-fact way. An alter-
native approach is to interview women about their hus-
bands’ attitudes and behaviors vis-a-vis family planning,
safe pregnancy, delivery, STI/HIV risk, and other pre-
vention behaviors. However, such accounts may be bi-
ased if the wives know that their husbands participate
in the male-focused activities and thus “anticipate”
changes in their behavior.



Box III.J.1 Illustrative Items for Measuring Men’s Support of Their Wife’s/Partner’s RH Practices

Attitudes:
Do you approve or disapprove of your wife’s/partner’s:

(a) Using a contraceptive method to prevent pregnancy?
(b) Receiving antenatal care during pregnancy?

(c) Having a trained birth attendant present at delivery?
(d) Breastfeeding your baby?

Hypothetical situations:

1) If your wife/partner went into labor and experienced complications but you were away on a trip,
should she seek health care on her own or wait for your return?

2) Suppose a woman suspected that her husband/partner was having sexual relations with several
other women. Is she justified or not to suggest using condoms when she and her husband/partner
have sex?

Actual behaviors:

1) Have you ever told (or otherwise let your wife/partner know) that you approve or disapprove of
her using contraception?

2) During your wife’s/partner’s last pregnancy, did you have a plan to get her to a hospital or health
center if she had complications? (If so, explain).
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Indicator

PERCENT OF CONTRACEPTIVE METHOD USE REQUIRING MALE COOPERATION

Definition

“Contraceptive method use” refers to the number of
individuals in a population, clients in a program, or re-
spondents on a survey who report using some type of
contraceptive method (female or male). Methods re-
quiring male cooperation include vasectomy, condoms,
withdrawal, and periodic abstinence (e.g., rhythm).

This indicator is calculated as:

# of users reporting use of condom,
vasectomy, periodic abstinence, or
withdrawal

Total # of contraceptive users

x 100

Alternatively, this indicator may also be calculated for
new adopters of contraceptives:

# of new adopters who opt for
condoms, vasectomy, or
periodic abstinence

Total # of new adopters

x 100

Data Requirements

Population-based responses (among married women of
reproductive age); program-based on new adopters dur-
ing a reference period (e.g., one year)
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Data Source(s)
DHS, RHS, or other representative survey;
service statistics

Purpose and Issues

This indicator measures the extent to which men take
responsibility for contraception within their own mar-
riage or other sexual union. Family planning programs
have traditionally focused on women, and the large ma-
jority of contraceptive use consists of female-controlled
methods (oral pill, IUD, injectables, implants, female ster-
ilization).

One advantage of this indicator is that the data are readily
available through routinely collected service statistics or
through DHS or RHS surveys. The shortcomings are
two-fold. First, male involvement interventions usually
target a limited geographical area, in which case these
large-scale surveys lack appropriate data for evaluation
(although a representative survey of the area will). Sec-
ond, program-based service statistics are readily avail-
able. However, they fail to capture contraceptive use
outside the government or NGO facilities that provide
family planning (e.g., pharmacies, which are a major
source of supply of condoms).

Not all male involvement initiatives are designed to in-
crease male responsibility for contraceptive use. Thus,
this indicator is appropriate only when the intervention
has this specific objective.



Indicator

PERCENT OF MEN AND WOMEN WHO Discuss REPRODUCTIVE HEALTH

IsSUES WITH THEIR SPOUSE OR SEXUAL PARTNER

Definition
The extent to which couples discuss RH issues

“Reproductive health issues” are operationally defined
in relation to the local context (see illustrative questions
below).

Data Requirements
Responses to interviews

Data Source(s)
DHS-type survey; special survey; and survey among
clients

Purpose and Issues

Many societies prohibit men and women (even husbands
and wives) from discussing RH issues, such as contra-
ceptive use, condom use for STI prevention, women’s
nutritional needs during pregnancy, and so forth. Male
involvement interventions often are designed to increase
male awareness of RH issues and to increase partner
communication on these topics. This indicator measures
the extent to which husbands and wives or other sexual
partners discuss specific RH topics. The concept of in-
ter-partner communication is somewhat open-ended.
Questions on partner communication need to be clear
and concrete to foster valid responses. Illustrative ques-
tions include the following:

“In the past month, did you and your spouse/partner dis-
cuss:

e Using or continuing to use contraception to pre-
vent pregnancy?

e Using condoms to prevent sexually transmitted
infections, including HIV?

e The need for a skilled birth attendant at deliv-
ery (if pregnant)?

e The need for your partner to get adequate nu-
trition and rest (if pregnant)?

e Whether or not to circumcise your daughter (if
appropriate)?”

A one-time measure of communication between part-
ners is useful for diagnostic purposes, but not as an indi-
cator for monitoring or evaluating a program. Rather,
the evaluator must use some type of study design that
shows the effects of the intervention on increased in-
ter-partner communication.

Evaluators can design studies to:

e Compare the percentage of clients who report
inter-partner communication on specific topics
before and after counseling or other BCC in-
tervention (note: this approach requires inter-
viewing the client on two separate occasions);
and

e Compare the percentage of clients in experi-
mental versus control groups who report inter-
partner communication on specific topics (i.e.,
in the former group, the male partners partici-
pated in the counseling session, in the latter group
they did not).?

2 This design requires random assignment of subjects to the
experimental vs. control group, as well as a before/after
measurement.
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= Existence of a policy on violence against women
= Number of VAW service visits provided, by type of service
= Attitudes of health care providers towards VAW or VAW services

= Percent of clients satisfied with the VAW service on multiple dimensions




Violence against women (VAW)! is a serious health and
social problem that jeopardizes women’s reproductive
health and violates women’s reproductive rights. Cross-
national research into the scope and nature of violence
against women has found very high prevalence rates of
VAW and a strong relationship between VAW and ad-
verse reproductive health (Heise, Ellsberg, and
Gottemoeller, 1999). Women who experience forced or
unwanted sex are at increased risk of STIs including
HIV, and are less able to engage in behaviors that will
protect them from STIs and HIV. Sexual dysfunction,
poor mental health, adverse pregnancy outcomes, and
drug and alcohol use are all more common among women
who have experienced sexual and/or physical violence.
The health sector has a critical role to play in the re-
sponse to VAW, because it provides the only service
that all women are likely to receive at some point in
their life. Because violence increases the risk of many
other health problems, identifying it early may help pre-
vent other serious and life-threatening diseases (Heise,
Ellsberg, and Gottemoeller, 1999).

Social science research indicates that VAW is a socially
normative behavior in many societies (Sanday, 1981;
Heise, Ellsberg, and Gottemoeller, 1999) and that it func-
tions to achieve both short-term goals of social interac-
tion and longer-term goals of maintaining female sub-
servience and male dominance (Dobash et al., 1992).
Thus, many societies may consider it “normal” for a
husband to use physical force against his wife to “keep
her in line”’; other common excuses for VAW, domestic
violence in particular, include real or imagined extra-re-
lationship sexual activity or transgressions of expected
sex-role behavior, such as performing household tasks.
This violence can range from slapping, pushing, or shaking
to strangling, burning, threatening with a weapon, or rape.
Violence against women may take specific forms in spe-
cific countries, and thus we must understand how the
local context conditions both the forms and consequences
of VAW.

Part 111.K

VIOLENCE AGAINST WOMEN

This section of the Compendium focuses on violence
against women in the context of reproductive health pro-
gram evaluation. In contrast to several other areas of
reproductive health in which mature programs are un-
derway at the national level to combat a given problem
or to promote specific behaviors, programs on violence
against women are still in their infancy. VAW services
tend to be organized in one of two ways in developing
countries. In a limited number of countries, stand-alone
organizations (generally NGOs) primarily function to
combat violence against women. Their programs often
include a diverse array of activities and services (e.g.,
advocacy to legislators, communication programs through
the mass media and interpersonal channels, onsite legal
advocacy services, health and social services for vic-
tims of VAW, and related activities). In such cases,
reproductive health is one part of a larger program of
activities. Other countries do not have stand-alone pro-
grams but rather offer some assistance to victims of
VAW as part of a larger range of health or social ser-
vices. Such organizations tend to provide counseling and
treatment for medical conditions and, in some cases,
psychological trauma, but make referrals to other non-
health services (e.g., legal). All of the indicators in this
section apply to the stand-alone facility (assuming it gives
health care or social services). By contrast, the indica-
tor on the existence of a policy is much more relevant to
a stand-alone program with an advocacy agenda than
to an RH program offering VAW services among nu-
merous other services.

Depending on the mission of the organization, the VAW
programs have one or more of the following objectives:

!Gender-based violence is an umbrella term for any harm that
is perpetrated on a person against her/his will, and jeopardizes
the physical and/or psychological health, development, and
identity of the person. Violence results from gendered power
relationships, determined by the social roles ascribed to males
and females, disproportionately impacting women and
children in almost all cultures. Violence may be physical,
sexual, psychological, economic, or socio-cultural. Categories
of perpetrators may include family members, community
members, and/or those acting on behalf of cultural, religious,
or state institutions.
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e Developing national health and social policies
on the issue;

e Sensitizing health care providers to VAW and
training them in techniques to recognize appro-
priately and to respond compassionately to
VAW;

e Training staff in specific protocols and proce-
dures for VAW: collecting forensic data, con-
ducting danger assessments, creating safety
plans;

¢ Providing information/raising awareness within
a clinic or hospital setting via educational mate-
rials;

¢ Identifying women who have experienced VAW
via patient screening;

e Referring women to internal or external services
(legal advocacy, shelter services, psychological
support, among others); and

e Providing direct services such as legal advo-
cacy or psychological counseling.

We have developed several indicators that reflect the
activities related to policy development and service pro-
vision. In terms of the latter, we have included both a
quantitative indicator on volume of services provided and
a more qualitative assessment of client perceptions of
the services. We have omitted population-based VAW
indicators (even though decreasing violence against
women is the ultimate objective) for the following rea-
sons.

First, in the case of national-level programs such as family
planning, one may expect to see the effects of the pro-
gram at the population level (e.g., an increase in contra-
ceptive use among married women of reproductive age).
However, in programs aimed at a small subset of the
population or having a limited reach (e.g., adolescent
youth centers), we cannot expect to detect changes at-
tributable to the program in population-level data. In
programs like these, use of program-level data (e.g., in-
formation obtained from clients who come into contact
with the program) is more appropriate.

Second, obtaining valid data on VAW from population-
based surveys requires careful attention to a series of
methodological and ethical issues. The WHO has de-
veloped a set of guidelines for conducting research on
VAW with the goal of enhancing the safety of respon-
dents and interviewers and of obtaining valid data. The
most critical point is that many countries lack the ca-
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pacity to address the VAW issues appropriately (once
identified through research), given the dearth of official
mechanisms or social services designed around VAW.

Third, research conducted in the absence of such mea-
sures often results in much smaller prevalence estimates
than expected, based on similar population-based stud-
ies, thus causing policymakers to think that there is “no
problem.” For these three reasons, we do not advocate
using prevalence of VAW as a standard indicator of pro-
gram effectiveness and have included instead an indi-
cator on the existence of national- or institutional-level
policies. Given the desirability of having some popula-
tion-based measures, one alternative is to track attitudes
at the community level concerning the justifiability of
VAW, the forms it takes, and the perceived frequency
of occurrence.

Finally, the goal of reducing violence against women is
laudable but long-term. Achieving this goal through in-
terventions by the health care system alone is unlikely.
If evaluators use prevalence of VAW to measure “suc-
cess” of an individual program, they may erroneously
conclude that the program has “failed.”

Macro International Inc. has developed a module on
domestic violence for use in connection with the Core
DHS questionnaire. This module includes a series of
questions on abusive or violent behavior on the part of
the (last) husband/partner, when it started, what physi-
cal consequences occurred, whether he drinks exces-
sively, and so forth. The module also includes questions
on possible violent behavior of the woman toward her
partner, on violent behaviors from other family mem-
bers and acquaintances, violent behavior of the partner
during pregnancy, help sought, reasons for not seeking
help, and related topics. The primary purpose of the
module is to determine the extent of domestic violence
in a given society, the most common forms of violence,
the context of these violent actions, the perpetrators,
and related information. To date, no country has tried
to use such data to evaluate program initiatives for elimi-
nating violence.

The RHS has a module on Intimate Partner Violence
(IPV) used in all surveys conducted in Eastern Europe
since 1997 and some surveys in Latin America since
1995. The questions focus principally on two types of
violence against women: 1) intimate partner violence
during the respondent’s lifetime and within the past year;



and 2) sexual coercion at any point in a woman'’s life.
Violence by an intimate partner — defined as verbal,
physical and sexual abuse — is explored using a modi-
fied Conflict Tactic Scale (eight items). In addition, all
respondents are asked about their history of witnessing
physical abuse between parents or their experience of
abuse as a child or adolescent. These data are power-
ful for advocacy purposes. An NGO and Senator in
Paraguay used data from the 1995 RHS in Paraguay to
get the first law against violence against women passed
in that country.

Methodological Challenges of Evaluating VAW
Programs

Although very little empirical work has been done to
evaluate the effectiveness of programs designed to re-
duce violence against women in the international con-
text, we have included this section on VAW in the Com-
pendium to stimulate discussion of the most appropri-
ate measures to use, in anticipation that more programs
of this type will be implemented in the future. Despite
the dearth of empirical data on these programs, research-
ers have already identified the following as methodologi-
cal limitations of conducting work on this topic.

e Program-based statistics on volume of clients
are difficult to interpret.

Often programs may identify reducing domestic violence
as a long-term objective, while offering services to
women in abusive situations in the short-term. Statistics
generated by such programs are often used to describe
the nature and scope of the problem of domestic vio-
lence; however, service utilization statistics are open to
various interpretations and may not be an appropriate
measure of the occurrence of violence within a certain
area or among a certain population. If for example, the
number of women enrolling in a domestic violence pro-
gram increases, one might conclude that the incidence
of domestic violence is actually on the rise. In fact, the
change may be due to a greater awareness among
women of the availability of such services and a willing-
ness to try them, based on information they have re-
ceived (e.g., favorable word-of-mouth, mass media
messages) or an increase in resistance by women to
men’s use of violence against them. As such, the in-
crease in the number of women using the services has
an ambiguous meaning.? This difficulty of interpreting
program data tends to be greatest during the early years
of the program.

¢ Quantitative program statistics do not reflect
the quality of the service provided.

Although a program may document that it has provided
400 units of service to female clients, quantitative data
fail to reflect the quality of services provided and its
effectiveness in empowering the client to face her situ-
ation. For example, a program may distribute a large
volume of materials, but this activity may do more harm
than good if the material carries a victim-blaming mes-
sage. If health providers are callous and insensitive in
screening women for intimate partner violence, then the
benefit of this service to beneficiaries is questionable at
best. Similarly, if providers screen for violence but do
nothing for clients who are victims, the statistics on “num-
bers screened” are meaningless. Finally, if clients per-
ceive the referral process simply to be a means for pro-
viders to get rid of them, then “number of referrals”
inadequately measures program performance. Qualita-
tive data that reflect clients’ perceptions of the interac-
tion with the service providers is essential to comple-
ment the quantitative objective indicators proposed in
this section.

e Identifying clients who received VAW support
services for interview may endanger them and
the interviewer.

VAW program evaluation faces a further difficulty: iden-
tifying and interviewing women who received such ser-
vices may place the woman at further risk. Evaluators
must plan and execute data collection with utmost care
to protect the client. In addition, the interview may place
the interviewer in a position where she is ethically or
morally obliged to intervene (e.g., if the respondent indi-
cates that she may be in immediate lethal danger). In
program evaluation, one discourages the interviewer
from “switching roles” at the end of the interview and
becoming a health educator or counselor. (Among other
reasons, the interviewers are not trained to provide in-
formation or counseling, and their well-intentioned re-
sponses may be incorrect.) Collecting this information
and doing nothing for the woman in this potentially dan-
gerous situation would be unethical. Given the sensitive
nature of the issue and the potential for endangering the
client, only programs or program evaluators skilled in
VAW research techniques should collect data directly

2 This problem is not unique to VAW. For example, a rise in
treatment-seeking for STIs following a campaign on the topic
does not necessarily (and even likely) indicate a rise in STI
incidence.
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from program clients. Readers are referred to the WHO
Guidelines (19994d) for further information on the topic.

e Obtaining valid data on provider attitudes is
difficult.

Because of the difficulties involved in obtaining data from
women who have experienced violence, a tempting al-
ternative is to interview providers instead. However,
attitudinal data may be of limited value, because (in VAW
as in other areas) attitudes may not be predictive or
strongly correlated with behavior. Maiuro et al. (2000)
have published a useful article on the subject of mea-
suring provider attitudes towards VAW within the U.S.
health care system, though the results may not general-
ize to developing countries.

The following pages contain several indicators for evalu-
ating initiatives to combat VAW. In contrast to other
sections of the Compendium that focus on population-
based outcome measures, this section focuses instead
on policy issues and program-based measures. As out-
lined above, it is premature to think of population-based
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measures for the evaluation of programs to combat vio-
lence against women, given the very small-scale on
which such programs are implemented, not to mention
the ethical issues involved with maintaining “scientific
rigor” to the possible detriment of the subjects involved
in such evaluation work.

Readers interested in pursuing this topic in greater de-
tail are referred to a research brief entitled “Reproduc-
tive Health Program Responses to Gender-Based Vio-
lence Against Women: Conceptualizing Indicators for
Monitoring and Evaluation” (Frye, Banwell, and Ellsberg,
2001). This paper further develops some of the ideas
outlined herein (e.g., in regard to knowledge and prac-
tice indicators for providers, administrators, and man-
agers).



Indicator

EXISTENCE OF A POLICY ON VIOLENCE AGAINST WOMEN

Definition

The existence of formal governmental declarations, laws,
and statutes affecting VAW Policy also can refer to
operational regulations, guidelines, norms, and standards
(Cross, Jewell, and Hardee, 2001).

Data Requirements
Documentation outlining the policy

Data Source(s)

Legislative records, administrative records, and other
government documents (national, regional, and local);
also, internal policy documents of an organization

Purpose and Issues

The purpose of this indicator is to track changes in the
policy environment that potentially affect the delivery
of VAW services and the well-being of victims of VAW.
Such changes can occur in the political arena (via for-
mal governmental declarations and changes in legisla-
ture, which some refer to as Policy with a capital “P”)
or at the organizational level (in terms of the policies
and procedures used within RH health services and by
institutions that refer women to these services, such as
the police, judiciary, and social services (policy with a
small “p”). This indicator is a specific case of the indi-
cator on Existence of Policies, Plans, Guidelines
that Promote Access to and/or Quality of RH Ser-
vices presented in Part II.B.

Experts in this field maintain that any organization deal-
ing with VAW should article a policy (small “p”) on its
approach to gender-based violence. The organization
may also take an advocacy stance and try to influence
governmental policy and legislation (capital “P”’), depend-
ing on its mission.

In analyzing policy-related documents on VAW, one
should further consider how the document frames the
i1Ssue:

e Does the policy acknowledge VAW as a com-
plex and multi-determined social and health phe-
nomenon?

e Does the policy use an integrated approach to
respond to VAW or a fragmented, single-sector
approach?

e Does the policy work collaboratively with
women’s organizations that have been on the
front line of the response to VAW up until the
point of a formal policy development?

Whereas the existence of a policy on VAW signals po-
litical concern over the topic, it may be relatively mean-
ingless if not translated into concrete actions. Any as-
sessment of VAW policy should examine the actual struc-
tures in place to respond to the needs of victims of VAW,
as well as the record of implementing the policy initia-
tives to prevent violence in the future. Thus, a related
indicator involves the existence of structures to (1) pro-
vide services to those who experience VAW and (2)
undertake initiatives aimed at reducing or eliminating
VAW in the future.
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Indicator

NuMBER OF VAW SERVICE VisITS PROVIDED, BY TYPE OF SERVICE

Definition

“Service visits” are counted as the number of occasions
on which a woman seeks VAW assistance from a given
center. The total number of visits may include repeat
visits and thus may be larger than the total number of
women using the center or program in a given year.

Note: A woman may receive more than one service on
a given visit (counseling plus referral for other health
problems). Program managers and evaluators may find
it useful to track the different types of services (e.g.,
counseling, screening, referrals, treatment for injuries
from violence) to better understand the needs of the
clientele. For example, this tracking would yield data
on the number of referrals made from VAW centers to
related services in the course of a reference period (e.g.,
one year).

Data Requirements
Number of visits per center, aggregated across multiple
centers (if such exist)

Data Source(s)
Service statistics from the center or program

Purpose and Issues

This indicator measures the volume of services the pro-
gram provides to its clientele. During the early years of
the program, evaluators should monitor details regard-
ing the visits to better understand the problems and po-
tential needs of the clientele (e.g., reason for the visit,
type[s] of services provided).

Several related indicators (for RH facilities) include the
following:

e Number of clients reporting violence as a per-
centage of all women seeking RH services;

e Active screening for VAW: percent of the total
VAW reports that were identified through ac-
tive screening; and
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e Timely and appropriate post-rape care: percent
of survivors who access service within three
days of assault.

Clients coming to the facility for other services are more
likely to divulge an episode of violence if they sense
providers will be sensitive to their problem.

As noted in the introduction to this section, the interpre-
tation of this indicator is somewhat ambiguous. The
number of visits could increase over time, not because
violence against women is mounting, but rather because
women are more willing to come forward and disclose
this problem, especially if the word-of-mouth informa-
tion about the center is favorable. In fact, an increase
in service delivery should reflect favorably upon the pro-
gram.

This information is useful to demonstrate to donor agen-
cies that the organization is providing a service within
the community. Again, the indicator gives little sense of
whether the women who receive the service perceive it
to be helpful, although an increase in numbers may re-
flect favorable word-of-mouth publicity. Also, the num-
ber should rise as a result of mass media publicity or
other BCC interventions on VAW. Ideally, the statistics
on number of visits will also rise, especially during the
early years of the program, as more women in need
learn that services are available and helpful to women
who experience violence.

Although the program may not be able to demonstrate
effects at the population level, data on service utilization
will help justify the continued existence of the services
to donors interested in assisting women with the prob-
lem of domestic violence.



Indicator

ATTITUDES OF HEALTH CARE PROVIDERS TOWARDS VAW OR VAW SERVICES

Definition

The attitudes of service providers towards women’s
socially prescribed sex-roles, the issue of VAW, the VAW
service they provide, and the women who receive the
services

Attitude is defined as a person’s favorable or unfavor-
able assessment of a behavior or situation.

Data Requirements
Responses to surveys; transcripts from focus groups

Data Source(s)
Interviews of service providers; and focus groups

Purpose and Issues

The indicator identifies providers who hold victim-blam-
ing, fatalistic, passive or other attitudes inconsistent with
gender-sensitive quality of care. Illustrative examples
of attitudes to measure are presented in Box III.K.1.
These individual-level provider attitudes are important
to track because they constitute barriers to (1) women’s
reporting and seeking VAW services and (2) the deliv-
ery of sensitive and appropriate services.

This information demonstrates to donor agencies that
the organization is providing the service compassionately
and sensitively within the community. In addition, the
indicator reflects the quality of training that the organi-
zation provides to its health care providers.

Box III.K.1 Illustrative Attitudes to be

Assessed among Health Care Workers for

VAW

Sex-stereotyping:

A woman must be a virgin when she marries;
A wife should never contradict her husband;
It is acceptable for women to have a career,
but marriage and family should come first; and
There is something wrong with a woman who
does not want to marry and raise children.

Acceptance of interpersonal violence:

Being roughed-up is sexually stimulating and/
or a sign of a man’s love for a woman;
Women will pretend that they do not want to
have intercourse because they do not want to
seem loose, but they are really hoping the man
will force them;

A wife should move out of the house if her
husband hits her; and

A man is sometimes justified in hitting his wife.

Source: Burt (1980).
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Indicator

PERCENT OF CLIENTS SATISFIED WITH THE VAW SERVICE ON MULTIPLE DIMENSIONS

Definition
The degree to which clients report satisfaction with vari-
ous aspects of the services received.

This indicator is calculated as:

# of clients who report satisfaction
with the services received
Total # of respondents

x 100

Data Requirements

Attitudinal responses (interviews) or verbatim text (fo-
cus groups) on different aspects of services received
(see Box II1.LK.2)

Data Source(s)
In-depth interviews or surveys with clients; focus groups
conducted with clients

Purpose and Issues

The clients’ subjective perception of the service received
is a critical element of the program evaluation. It al-
lows the evaluator to assess the extent to which the
program services meet the needs of its clientele. If the
clients do not perceive the service as helpful or if they
feel that it further frustrates or disempowers them, the
intervention has failed. In addition, client feedback is
critical to the process of identifying ways to improve
the program. Finally, evaluators can compare feedback
from clients to information from providers to arrive at a
more balanced understanding of program dynamics.

This indicator is prone to courtesy bias on the part of
respondents. The pervasive tendency of respondents in
exit interviews to respond positively about the services
they receive (more positively than they feel about the
services) is widespread among clients of any services.
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However, this tendency is probably more prevalent
among women who experience domestic violence be-
cause they feel especially vulnerable and fear that any
negative feedback may affect their future access to these
services. Evaluators should particularly note any item
that clients rate even slightly lower than others as in-
dicative of possible areas in need of improvement. Also,
because the likelihood of frank responses to this series
of questions may differ from one country to another,
this information is most useful in evaluating a given cen-
ter over time, rather than in making cross-national com-
parisons.

Here the ethical issues around research with women
who experience VAW is important (note: see discussion
in introductory section). Representatives of local
women’s organizations may be useful in ensuring that
data collection does not further jeopardize the client
question.

This indicator on client satisfaction measures one as-
pect of quality of care. An alternative approach, which
avoids the problem of courtesy bias, is to measure cer-
tain objective aspects of the service delivery environ-
ment: staff training, availability of private screening
rooms, and existence of protocols and their implemen-
tation. Although the Service Provision Assessment (the
facility-based survey available for use with the house-
hold DHS) does not address VAW per se, evaluators
may adapt many of the items for this purpose.



Box III.K.2 Illustrative Attitudinal Questions on Client Satisfaction with VAW Services
Client Interview:

Did the health care provider (HCP) assure you of privacy and confidentiality?

Did the HCP respond to your concerns and meet your needs?

In your opinion, did the HCP address your concerns and needs?

Did you feel as if the HCP treated you with respect?

Did you feel that the HCP listened to you?

Were you able to articulate your concerns and needs concerning violence to the HCP?

Did you feel as if the HCP was trying to force you into a certain decision regarding VAW?

Did the HCP provide information about your health, social, and legal options in a way that you could
understand?

Did you understand your health, social, and legal options?

Did the HCP give you concrete information that helped you make your decision?

Did you feel that the HCP wanted you to make your own decisions?

Did you feel that the HCP supported the decision you made?

Did the HCP make you feel as if you were to blame for the VAW situation?

If received referrals, Did the HCP seem to believe that the referrals provided would help you?
If received referrals, Did the HCP provide these referrals in a way that showed they cared?

(Banwell, Ellsberg, and Frye, 2001)
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= Percent of population that know about FGC: legal status, religious position,
health risks

=  Percent of the population favorable to the continuation of FGC

=  Percent of women 15-19 years old who have undergone female

circumcision




Female genital cutting (FGC) or female circumcision is
a generic term for traditional practices involving the
cutting of female genitalia leading to the partial removal
of the female genitalia or injury to the female genital
organ for cultural or any other non-therapeutic reasons
(Toubia, 1995; WHO, 1995d). Another term for this prac-
tice is female genital mutilation, which emphasizes the
permanent physical damage done to the female genita-
lia (Yoder, Camara, and Soumaoro, 1999).

Female circumcision is deeply rooted in many African
societies. The practice occurs in over 16 countries, but
is rare or unknown in at least 20 other African nations.
National borders are less relevant to delineating zones
for this practice than are transnational cultural zones
(Akweongo et al., 2001). More a secular than a reli-
gious phenomenon, FGC is found in both Muslim and
Christian societies. Although a number of countries have
banned female circumcision, the degree of enforcement
varies from one country to another. For example, in
Guinea circumcision is punishable by life imprisonment,
but no one has ever been indicted for this crime (Yoder,
Camara, and Soumaoro, 1999). By contrast, in Ghana
authorities make every effort to prosecute practitioners
who are caught; the media widely publicize these cases
and identify perpetrators, as a form of social humiliation
intended to deter others (Reason, 2001).

The WHO (1996d) has classified four types of female
circumcision:

e Type I: Excision of the prepuce with or without
excision of part or all of the clitoris;

e Type II: Excision of the prepuce and clitoris to-
gether with the partial or total excision of the
labia minora. This type accounts for 80 percent
of all cases;

e  Type Il (infibulation): Excision of part or all of
the external genitalia and stitching/narrowing of
the vaginal opening. Infibulation is mostly found
in North Africa; and

Part I11.L

FEMALE GENITAL CUTTING

e Type IV: Includes enlargement of the vagina
(introcision); the pricking, piercing, incising, or
cauterizing of the clitoris; the scraping of sur-
rounding tissue of the vaginal orifice; or the cut-
ting of the anterior, posterior vaginal wall (gishiri
cuts); and sometimes the introduction of corro-
sive substances or herbs into the vagina to cause
bleeding or for the purpose of tightening or nar-
rowing.

According to Obermeyer’s review of over 400 articles
and reports on FGC published since 1995, the conse-
quences of FGC include: (1) short-term effects, such as
pain, hemorrhage, shock, and infection; (2) long-term
effects, such as urinary infection, scarred tissue, fertil-
ity problems, and complications during child birth; and
(3) long-term effects on the woman’s sexuality and her
social and affective relationships (Obermeyer, 1999).
Although many assume that female genital cutting often
results in death or severe complications, Obermeyer’s
review provides little evidence to support this conten-
tion. Rather, no incontrovertible evidence on mortality
exists, and the available research suggests that severe
complications are relatively infrequent. Political, eco-
nomic, and ethical factors at both the local and interna-
tional levels may explain this apparent contradiction be-
tween popular assumptions and available empirical evi-
dence. Obermeyer concludes, “the scarcity of evidence
regarding the complication of female genital surgeries
is probably due to the lack of concerted efforts to inves-
tigate harmful effects rather than to the relative safety
of these operations.”

The response of the international community to FGC
has swung from the cultural absolutism of Christian mis-
sionaries in the first half of the twentieth century, to a
cultural relativism, and more recently back to the abso-
lutist stand advocated by most sections of the Women’s
Movement and increasingly by international institutions
(Caldwell, Orubuloye, and Caldwell, 1999). In the 1920s
and 1930s, Christian missionaries in Kenya attacked the
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practice on the grounds that it conflicted with Christian
mores. For the next 50 years, the prevalent view was
one of cultural relativism. In the 1950s, WHO avoided
taking a stand against FGC on the grounds that these
were “operations based on social and cultural back-
grounds.” By contrast, over the past 20 years, the
women’s movement has collaborated with NGOs and
brought pressure on international organizations to work
for the elimination of FGC. The practice remains be-
wildering and abhorrent to many Westerners, who fail
to comprehend the reasons this practice should exist.

The motivations behind FGC are complex. Feminist
groups have attributed the perpetuation of the practice
to African traditions of male dominance and of the pa-
triarchal system. Those who support FGC believe that it
purifies the girl (by reducing her sexual desire), favor-
ably socializes her through the instruction and training
she receives during her seclusion, and ensures fidelity.
One widely held view in some countries is that men pre-
fer to marry circumcised women and will pay more in
brides’ wealth for them, although this is by no means
consistent over countries. Caldwell, Orubuloye, and
Caldwell (2000) cite respect for tradition and social con-
formity: “the central issues are fears of making their
daughters seem outside the expectations of society and
possibly unmarriageable, and making themselves also
the objects of deep suspicion.”

Two aspects of FGC absent from portrayals of this prac-
tice in the Western media are (1) that women play a key
role in sustaining the practice, and (2) that, in some so-
cieties, the girls “decide” whether to undergo FGC
(Akweongo et al., 2001; Yoder, Camara, and Soumaoro,
1999; Caldwell, Orubuloye, and Caldwell, 2000). Tradi-
tionally, older women (including mothers, co-wives, and
heads of compounds) sustain the practice by exerting
enormous pressure on young girls to undergo the proce-
dure. Social ostracism and mockery rather than physi-
cal coercion are often used to ensure that the girl gets
circumcised.

Several studies to date indicate that although the prac-
tice remains deeply rooted, the seeds of change are evi-
dent among more educated, urbanized populations. In a
focus group study in Northern Ghana, the predominant
view still favored FGC. However, a minority believed
that the negative messages once directed to the uncir-
cumcised are now more typically expressed as negative
attitudes toward the practice (Akweongo et al., 2001).
In one area of Guinea, women did not seem to want to
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abandon the practice, but they are ready to adopt a less
severe form of FGC (Yoder, Camara, and Soumaoro,
1999).

In most countries where FGC is practiced, local groups
(often NGOs) bolstered by international supporters have
developed programs to combat FGC. Four intervention
strategies used to reduce the practice of FGC! include:
(1) raising awareness, (2) selecting some members of
the community to serve as change agents (facilitators)
in their communities including individuals who have re-
sisted FGC (positive deviants), (3) integrating anti-FGC
messages into development activities, and (4) strength-
ening advocacy (Abdel-Tawab and Hegazi, 2000).

The evaluation of such initiatives should ideally link to a
model of behavior change. Specifically, evaluators can
then select indicators to determine progress toward the
desired outcome. Izett and Toubia (1999) describe five
stages of behavior change in relation to FGC:
precontemplation, contemplation, preparation, action, and
maintenance. This model overlaps somewhat with the
ideational change model presented in Part II.F. The in-
dicators presented in this section reflect the components
of knowledge, attitude, and behavior of the latter model.
However, one important difference is that these three
outcome indicators may each refer to a different player
in the decision for FGC. For example, we want to mea-
sure knowledge and attitudes related to FGC among those
who will decide or encourage a young girl/woman to
have the procedure done (e.g., village elders, mother,
mother-in-law). However, measurement of the practice
—the outcome in this case — is based on the young woman
who has (or has not) undergone FGC.

To date, evaluation of anti-FGC interventions has been
minimal. To the extent they exist, such efforts have fo-
cused on process: participant turnout to seminars and
other events, participant reaction to the seminar, and
knowledge gain measured by pre- and post-tests. The
observation of Abdel-Tawab and Hegazi (2000) relative
to Egypt equally applies to most countries where FGC is
practiced:

NGOs seldom document the process they follow in
implementing interventions, the strengths and weak-
nesses of each approach, difficulties faced in imple-
mentation, or ways of overcoming those difficulties.

! Although the authors based their analysis on Egypt only,
these same categories appear to apply to other countries as
well.



Also, there is scant empirical evidence about the
impact of these various models of programmatic
interventions.

One promising source of good data on FGC is the mod-
ule developed by Macro International in connection with
the DHS survey. To date, this research has been diag-
nostic in nature, conducted to better understand the ex-
tent of the practice and the conditions under which it
occurs. The three indicators presented in this chapter
are all population-based, and two of the three are avail-
able through the DHS module. Evaluators can use them
to track change, though in most cases, they will have
difficulty attributing change uniquely to program inter-
ventions (in the absence of a control group). These same
population-based indicators can serve in smaller scale
studies designed for the express purpose of evaluating
FGC interventions. Since eradication of this practice
may take years to achieve (despite notable progress in
some countries such as northern Ghana), evaluators
should track evidence of change in the form of knowl-
edge and attitudes, in addition to the actual reduction in
practice of FGC.

Methodological Challenges of Evaluating Pro-
grams to Eradicate FGC

To date, governments and NGOs have tried different
approaches for eradicating FGC. In the 1980s and 1990s,
advocacy groups exposed the practice in selected coun-
tries through the mass media, in the hopes that the inter-
national community would exert pressure on local gov-
ernments to ban the practice. Indeed, FGC is now ille-
gal in numerous African countries: Burkina Faso, Cen-
tral African Republic, Ivory Coast, Djibouti, Ghana,
Guinea, Senegal, Tanzania and Togo (The Center for
Reproductive Law and Policy - CRLP, 2001). However,
these countries may or may not enforce the laws. A
second wave of initiatives, beginning in the 1990s, has
attempted to eliminate FGC by helping communities to
understand the factors that sustain FGC and to explore
alternative strategies for ushering girls into womanhood.
These initiatives seek to conserve the positive cultural
values associated with the traditional ceremonies, while
eliminating the physical and psychological trauma of FGC
(Nazzar et al., 2001; LSC, 1998a; LSC, 1998b). Few
organizations have systematically evaluated these ini-
tiatives; often implementation is sufficiently daunting that
organizations do not even consider evaluation. However,
notable exceptions are now emerging.

For example, the Navrongo Health Research Centre is
conducting a community-informed experiment in pre-
venting female genital cutting among the Kassena-
Nankana of northern Ghana. During the first phase of
this four-year experiment, the research team will use
qualitative data research methods to clarify the com-
plex social rationale behind the practice of female cir-
cumcision, to identify socially acceptable strategies of
responding to these traditions, and to identify outreach
activities for preventing FGC. In the second phase, the
team will use lessons learned from the village micro-
pilot to test the impact of the Phase I strategy on a larger
scale in the community. The intervention will continue
for a period of four years. In contrast to many of the
national-level programmatic interventions covered in this
Compendium, this project will experiment in a single,
small, isolated village in northern Ghana. This project
illustrates two of the potential methodological problems
that can emerge in evaluating interventions to eliminate
FGC:

e As people become increasingly aware that
these practices are illegal and socially unac-
ceptable, response bias will increase.

As programs to prevent these practices reach an in-
creasing number of people, those who may previously
have reported the practice will become increasingly re-
luctant to do so. One approach to combating this prob-
lem is to obtain information from more than one source
(e.g., the young woman, her parents, and other commu-
nity members).

The incidence of underreporting may relate to age of
the respondent, especially if younger women are more
aware of the anti-FGC initiatives and/or are more moti-
vated to appear “modern.” Thus, comparison of per-
centage circumcised by different age cohorts may be
subject to this bias.

e Members of the key population may leave
home, creating a problem of “censoring” in the
data.

In the case of FGC research, a key population of inter-
est is young women. However, young adults often leave
their rural settings to pursue economic activities in larger
cities. In areas with high levels of migration toward ur-
ban areas, studies in rural areas may have a consider-
able “lost to observation” rate for adolescent women
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(Nazzar et al., 2001). Results will be biased if those who
migrate are less likely to be circumcised than those who
stay are (i.e., selectivity).

A third methodological consideration, addressed in
connection with the 1995 Egypt DHS, is the following:

e  Women may not be able to accurately report if
they are circumcised or not.

Self-reported data are always subject to bias, especially
in relation to a medical procedure such as the type of
circumcision performed. Some FGC researchers have
questioned whether women know whether they are cir-
cumcised; even their husbands may not know for sure.

This question arose in connection with the 1995 DHS in
Egypt, a country with high prevalence of FGC (97 per-
cent as of 1995). A special clinic-based study compared
the clients’ responses (self-report) to physical evidence
obtained at the time of a pelvic exam performed by spe-
cially trained gynecologists. The 1,339 women included
in the study — clients at the clinic for family planning or
gynecological problems — were not representative of the
national population, but provided a useful basis for this
assessment. In 94 percent of the cases, the woman’s
self report coincided with the physical evidence of the
amount of tissue excised during circumcision. In 5 per-
cent of the cases, the women reported circumcision
when in fact the gynecologists found no physical evi-
dence of it. And one percent of women reported that
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they were not circumcised, when in fact they were (EI-
Zanaty et al., 1996).

These findings from this one study suggest that women
are able to reliably report the type of procedure per-
formed. However, these findings conflict with anecdotal
evidence that some women may not even know if they
are circumcised, let alone the type of circumcision per-
formed. Moreover, as promotional/informational pro-
grams on FGC become more frequent and FGC becomes
less socially acceptable or “modern,” then the reliability
of self-report may diminish.

The indicators that follow are all quantitative in nature.
To develop a more thorough understanding of FGC, quali-
tative research is essential. One promising area for ad-
ditional research relates to coming-of-age rituals and
puberty rights. For example, as Reason (2001) has
asked, “Are there changes over time in response to ini-
tiatives to eradicate FGC?” Because FGC is a new
area for program evaluation, we limit the number of pro-
posed indicators to three, with the expectation that as
work in this area evolves, additional indicators may
emerge. Earlier drafts of this volume contained a fourth
indicator on the type of (severity of) circumcision per-
formed, with the rationale that moving toward less radi-
cal forms of the procedure represented some type of
progress. However, on the advice of reviewers, we
dropped this indicator on the grounds that it may imply
acceptance of less severe forms of FGC.



Indicator

PERCENT OF THE PoPULATION THAT KNow ABOUT FGC: LEGAL

StaTUs, RELIGIOUS PosiTioN, HEALTH Risks

Definition

“Knowing about” FGC refers to possessing specific fac-
tual information about the procedure, which may or may
not affect attitudes toward it. The specific items to be
tested may differ from one country to another, but illus-
trative knowledge items include the following.

Legal: Is the practice of female circumcision legal or
illegal in this country?

Religious: Does the Islamic faith require girls to be cir-
cumcised??

Health risks: Are girls who undergo FGC at greater
health risk than those who do not?

This indicator is calculated as:

# of respondents that know about the
(legal status/religious position/health
risks) of FGC

Total # of respondents

x 100

The local term for female circumcision is generally used
in this type of question, rather than the more technical
WHO classification presented above.

Data Requirements
Response to questions on survey

Data Source(s)
Representative survey of the population

Purpose and Issues

An important first step in eradicating FGC is to raise
awareness about the procedure and to expel widely held
myths. Two key points that are useful to this end are
(1) that FGC is illegal in a given country and (2) that
FGC is not mandated by Islam.

A third point often used by advocacy groups relates to
the negative health consequences of FGC. Indeed, the

number one objection to this practice in studies conducted
to date has been negative health consequences. As such,
it would seem logical for evaluators to test on this knowl-
edge item. However, the issue of the negative health
consequences of FGC is not clear-cut. As indicated in
the introduction to this section, the review by Obermeyer
(1999) documented short-term effects (pain, hemorrhage,
shock, and infection) and long-term effects (urinary in-
fection, scarred tissue, fertility problems, and complica-
tions during child birth); however, the evidence from the
review suggests that severe complications are relatively
infrequent. Obermeyer concludes that negative health
consequences may in fact exist, but cautions that the
available evidence is less compelling than anecdotal ac-
counts suggest. Thus, if evaluators are testing “accu-
rate knowledge” about FGC, they must be vigilant not
to overstate the frequency of negative health conse-
quences, even if anti-FGC advocates cite such conse-
quences as one of the primary reasons to ban the prac-
tice.

Also, information on the legal status of FGC may
strengthen the resolve of community members to dis-
courage the practice. And information on the position of
the Islamic faith on FGC may dispel the widely held
myth that women of Islamic faith must be circumcised.

These questions also serve as useful markers of progress
in the wake of public information campaigns designed
to increase awareness of FGC and to combat miscon-
ceptions about the practice.

However, even with useful and accurate knowledge of
FGC, people may not change their attitudes or behavior.
In areas where strong social convention affecting
women’s roles keeps FGC in place, those forces may
predominate despite improved knowledge.

Evaluators should break down indicators measuring
knowledge by age, sex, and education to better under-
stand differences among these subgroups.

2 The answer is no.
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Indicator

PERCENT OF THE POPULATION FAVORABLE TO THE CONTINUATION OF FGC

Definition

“Continuation” refers to perpetuation of the practice of
FGC. “Favorable” is operationally defined by items such
as those listed below.

This indicator is calculated as:

# of respondents favorable to
the continuation of FGC
Total # of surveyed

x 100

Data Requirements
Response to questions on survey

Data Source(s)
Large-scale representative survey (e.g., DHS)

Purpose and Issues

The question “do you think that female circumcision
should be continued, or should it be discontinued?” (from
the DHS module on female circumcision) provides a
useful indicator of public acceptance of FGC in a given
country. Evaluators can ask it of all respondents, male
or female, in a survey, and can present the responses
separately for men and women. A similar question, ap-
propriate for women with daughters, is “do you intend
to have any of your daughters circumcised?” or “have
any of your daughters been circumcised?”

Responses to these items from representative surveys
of the population serve two purposes: (1) they indicate
the beliefs that public information campaigns must ad-
dress the elimination of this practice, and (2) they serve
as “markers of progress” if data are available over two
Or MOre Surveys.
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Any effort to abolish female circumcision must take into
account beliefs that are widely held by members of the
target population. The DHS module on female circum-
cision allows for the measurement of specific beliefs
that support the continuation of FGC. Other sources
cite the same beliefs in slightly different terms. For
evaluation purposes, one can track changes in attitude
regarding FGC through population-based surveys. An
illustrative set of beliefs favorable to the continuation of
FGC includes the following:

e Men prefer women who are circumcised (bet-
ter marriage prospects);
Islam/religion requires female circumcision;
Circumcision is a good tradition/part of our cul-
tural heritage;

e Circumcision is important to avoid the wrath of
the ancestors;

¢ Female circumcision gives greater pleasure to
the husband;
Female circumcision preserves virginity;

e Female circumcision prevents adultery; and
Circumcision is an important part of gender iden-
tity for women.

Gender Implications of this Indicator

FGC is a traditional practice whose basis is to
control female sexuality and to make a woman
“marriageable.” Although FGC violates the human
rights of women and girls, women may be as likely
as men to support the continuation of the practice
as long as they believe the myths perpetuated to
support the practice (e.g., that uncircumcised
women are “unclean,” cannot give birth, and are
promiscuous). Many anti-FGC groups are now
trying to reach men, women, boys, and girls with
information that counteracts the myths with facts,
exposes the health risks, and fosters an under-
standing of gender equity and human rights.




Indicator

PERCENT OF WOMEN 15-19 YEARS OLD WHO HAVE UNDERGONE FEMALE CIRCUMCISION

Definition

This indicator refers to all forms of FGC described in
the introduction. The question in the DHS module reads,
“Have you yourself ever been circumcised?”

This indicator is calculated as:

# of women 15-19 who report
having undergone female
circumcision

Total # of women 15-19 surveyed

x 100

Data Requirements
Self-report; responses to question on survey

Data Source(s)
Large-scale representative survey (e.g., DHS)

Purpose and Issues

This indicator measures the success of programmatic
initiatives in reducing the practice of FGC. Although
the goal of eradication programs is to eliminate FGC
entirely for all age groups, change can most readily be
detected by focusing on the 15-19 year old group. In
most societies that practice FGC, the procedure is per-
formed before or around puberty; thus, any reduction in
the incidence of the practice will first be apparent among
this age group.

If change occurs among this age group on this variable,
evaluators can further analyze this change by education
levels, geographic location, religion, and other variables
that may help explain the change and may identify the
innovators.

One important caveat relates to the sample used for the
survey. In countries where the DHS is limited to mar-
ried women (e.g., Egypt), drawing conclusions about
trends in the practice of FGC may be misleading be-
cause those who marry as teenagers are more likely to
be circumcised than those who marry later. In popula-
tions where FGC is declining, comparisons of DHS data
on FGC across age cohorts will fail to show the changes
that were actually taking place. In short, the sample must
include all women 15-19 in estimating the prevalence of
FGC with DHS or other survey data (Mensch, 2001).

A related indicator is the age at circumcision. In Ghana,
laws prohibiting the practice may drive it underground,
and one outcome may be circumcision at younger ages
in life. Evaluation of programs to eradicate FGC should
track this variable as a possible unintended consequence.
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=  Number of incidents of sexual violence reported per 10,000 population

= Percent of health facilities with adequate supplies for universal
precautions

= Number of condoms distributed per 1,000 population

= Number of clean delivery kits distributed




Part I11I.M

REePrRODUCTIVE HEALTH IN EMERGENCY SITUATIONS

Historically, humanitarian agencies responding to emer-
gencies — war, civil strife, famine, environmental disas-
ters — did not think about the reproductive health needs
of the people they were serving. They focused on pro-
viding shelter, food, water, and health care to prevent
deaths due to infectious diseases.

Recognition of the importance of reproductive rights and
needs of persons affected by armed conflict has, how-
ever, evolved rapidly since 1993. Several events high-
lighted the lack of attention: a 1993 Lancet editorial ar-
gued for reproductive freedom for refugees; a 1994 sur-
vey of refugee settings by the Women’s Commission
for Refugee Women and Children exposed the virtual
lack of reproductive health services; in 1994, Rwandan
women refugees in Tanzania and Zaire (now the Demo-
cratic Republic of Congo) demanded access to, at least,
the services they had used before their flight (The Lan-
cet, 1993 & Wulf, 1994). The November 1994 Interna-
tional Conference on Population and Development in
Cairo, which specifically articulated refugees’ right to
reproductive health services, provided a major impetus
to this evolution (United Nations, 1995).

In many important respects, refugees are no different
from the people in stable settings who have been the
focus of development efforts and reproductive health
programs for decades. Indeed, before flight from their
homes and villages, they may have been the very indi-
viduals who participated in such programs. Thus, sound
principles of program design, monitoring, and evaluation
developed in stable settings may also apply to refugee
settings.

However, refugees’ experiences of conflict, flight, and
displacement introduce factors that program planners
must consider as they establish reproductive health ser-
vices. The poverty, powerlessness, family dissolution,
and social instability characteristic of refugees’ lives may
affect their reproductive health desires, their exposure
to risk — of STIs and violence particularly — and their
capacity to act (McGinn, 2000). Reproductive health
programs must consider the living situations of all those

affected by the conflict, not only the displaced them-
selves. The displaced may stay in segregated refugee
camps or live intermingled with the local population —
who are often materially little better off than are the
refugees — in villages, towns or cities. In either case,
the refugees and the humanitarian organizations that
come to serve them change the social, political, eco-
nomic, and physical environment. Programs must ad-
dress the issue of equity and the potential for inter-group
tension as they determine the services they will offer,
and to whom.

The acknowledgment of reproductive rights for refu-
gees places a burden of responsibility upon humanitar-
ian actors to provide the health services refugees need
to exercise these rights.

Definition of Terms and Phases of Conflict

The term “refugee,” in legal language, refers to a per-
son who has fled his or her home, has crossed an inter-
national border, and is unable or unwilling to return be-
cause of persecution based on race, religion, nationality,
membership in a particular social group, or political opin-
ion. The term also informally includes persons fleeing
war, civil strife, famine, and environmental disasters.
“Internally displaced persons” (IDPs) have been forced
from their homes but remain within the borders of their
own countries. Because countries in conflict are often
unable or unwilling to provide needed health and social
services to IDPs and because the international commu-
nity may be averse to overstepping the sovereign rights
of states, IDPs may receive little international attention,
and victims may go unprotected and unassisted.

All those affected by armed conflict are persons of con-
cern: these include refugees, internally displaced per-
sons, and the host populations residing in the locations
of asylum. In general, the terms used here — “refu-
gees,” “displaced,” and “war-affected” — refer to all
these affected groups unless otherwise noted.
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Phases of Conflict

Complex humanitarian emergencies often fall into phases
for guidance in determining program needs and setting
priorities. The diagram below (Busza and Lush, 1999)
is a useful description of commonly discussed phases.
However, conflict is rarely a linear process. A region in
conflict often exhibits characteristics of more than one
phase at a time as it moves back and forth through the
phases.

In the exodus/emergency and post-emergency phases,
assessment is typically limited to measuring inputs and

functional outputs, specifically logistics. Ironically, evalu-
ators also routinely collect good data on mortality — a
long-term outcome measure — at least in closed camp
settings, though data are often not age, sex-, or cause-
specific. As the population moves into the stabilization
and later phases, the data collection system may ex-
pand to cover other aspects of the supply or demand
environment. In these phases, the programs and moni-
toring systems may resemble those in development set-
tings and may face many of the same data collection
challenges.

Conflict Phase

Description

The event (such as outbreak of war or escalation of
violence) that causes flight, followed by loss of

Exodus / Emergency

infrastructure, essential services, and the breakdown of
political and social organization. At this stage, mortality,

morbidity, and malnutrition are at their highest, and
people may lack access to supplies for basic needs.

National and international aid responses have begun to
have impact, and most basic subsistence needs are being

Post-Emergency

met regularly. Some informal infrastructure and routine

have been established, although political and social
stability may still be precarious.

More services have been restored and people have

Stabilization

adjusted to life in displacement. This phase can continue

for many years.

Although permanent settlement in a host country or
repatriation results in very different experiences for the
people involved, both signal a degree of resolution to the

Settlement/Repatriation

conflict, and frequently an end to dependence on aid

agencies. New lifestyles are forged or old ones re-
established, and the needs of the community become
ones of long-term development.
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Methodological Challenges of Evaluating Repro-
ductive Health Programs in Emergency Situations

e The destruction of infrastructure and systems
in war limits providers’ ability to deliver ser-
vices and evaluate programs.

By its very nature, armed conflict is destructive. In-
deed, a strategy of war is to destroy infrastructure —
roads, communication, utilities, health facilities. Agen-
cies working in conflict settings must therefore start from
scratch to establish service delivery systems and sys-
tems to evaluate the effectiveness of services. Deliv-
ery of services receives priority over evaluation.

¢ Refugee populations move, and thus measure-
ment becomes difficult.

Refugees often move more than once. In the early
phases of a conflict, large-scale movement can occur in
stages as individuals and families make their way to safe
havens. Once in a “stable” setting, however, influxes
and egresses are common as some family members leave
to find work, to return home to harvest their fields, or to
test other relocation sites. The ever-shifting denomina-
tor complicates measurement.

e Refugees may view data collection as coercive,
and thus data quality may be compromised.

Although a danger of courtesy bias and intimidation in
data collection exist in any population, refugees and the
displaced depend for their very lives on the agencies
seeking information from them. They may perceive that
their participation and their responses will determine
access to services that are fundamental to survival.

e Data collection is limited to accessible popula-
tions.

The published and unpublished literature is biased to-
wards refugees living in stable camp settings, simply
because access to other groups — the displaced, those
living in scattered sites, those living in insecure areas —
is often difficult or impossible. Safety concerns, such
as land mines and contact with armed combatants, and
practical concerns, such as the inadvisability of travel-
ing at night and the lack of accommodations, limit the
ability of staff to travel to deliver services or to collect
data. Program staff must guard against generalizing
their findings to all refugees and displaced.

e Agencies may not coordinate monitoring ef-
forts among themsleves.

The office of the United Nations High Commissioner
for Refugees (UNHCR) is the intergovernmental agency
responsible for the well-being of refugees (except for
internally displaced persons, for whom their own gov-
ernment is responsible). UNHCR, and other coordinat-
ing agencies, such as OCHA (UN Office for the Coor-
dination of Humanitarian Affairs), work through many
reputable humanitarian and governmental organizations,
each of which has its own mission and donors, and fi-
nance, personnel, logistics, and record-keeping systems.
Efforts to create a common monitoring system or to
coordinate data collection at the field level may be made
by these coordinating bodies or by the organizations them-
selves in a particular setting, but the task is complex.
International, interagency minimum standards for disas-
ter response, developed through the Sphere Project, have
facilitated this task. First articulated in 1998, the stan-
dards are voluntarily adopted by humanitarian agencies,
and their use is spreading gradually (The Sphere Project,
2000).

e Technically competent staff are in short sup-
ply.

International response at the onset of emergencies in-
cludes well-trained medical staff to provide some ser-
vices. However, it is always necessary to engage staff
or volunteers from among the refugee population for
many tasks; these are the majority of workers, espe-
cially as the situation stabilizes and the emergency agen-
cies phase out. Frequently, however, refugees with edu-
cation and technical skill are not the ones who remain in
refugee camps; their social networks provide them with
more attractive and safer alternatives. This exodus ap-
plies in particular for trained health workers and per-
sons with research or data analysis experience.

e Humanitarian agencies and donors plan for the
short term.

Humanitarian agencies are expert in immediate response
to emergencies. This is their mission; most are not long-
term development agencies. Yet, most of the refugees
and displaced in the world are in the stabilization phase,
and long-term program objectives are appropriate. Do-
nors and relief agencies typically plan in 6- and 12-month
cycles, making measurement of intermediate and long-
term outcomes impractical. Ironically, a program is of-
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ten funded for 3 or more years, but in 6-month incre-
ments, with only the most basic functional outputs mea-
sured.

However, several agencies have both an immediate re-
lief as well as a longer-term program function. Many
agencies have also worked to ensure that their immedi-
ate response is consistent with longer-term program
needs to ease the transition in services and data collec-
tion and use.

e We have limited program and research expe-
rience on reproductive health in forced migra-
tion situations to guide us.

We are only beginning to understand the effects of
forced migration on reproductive health knowledge, at-
titudes, practice and, ultimately, on reproductive health
status. We have limited experience with how to gather
information related to movement, mental health, family
dissolution, and social change, yet these factors may be
key to understanding the needs, desires, resources, and
concerns of populations affected by war. Many people
debate the ethics of asking questions of traumatized
people for whom services may still be unavailable.

We expect that as we gain experience and find answers,

this information will be useful to improve services to
both refugee and stable populations.
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The Indicators

The indicators included in this section are those devel-
oped by a community of agencies® — multilateral orga-
nizations, governmental agencies, non-governmental or-
ganizations, universities — in a guide entitled, Reproduc-
tive Health in Refugee Situations: An Inter-Agency
Field Manual (UNHCR, 1999). The manual recognizes
the classic construct of stages of conflict and recom-
mends implementing a Minimum Initial Service Pack-
age during the emergency phase — i.e., the period of
days or weeks at the beginning of a refugee crisis.

The indicators described in detail here are those recom-
mended for monitoring implementation of this Minimum
Initial Service Package only. The Field Manual also
recommends that comprehensive reproductive health
services be put in place as soon as possible after the
emergency phase and includes indicators for monitoring
these more extensive services. A summary list of these
indicators is included here with reference to parallel in-
dicators elsewhere in this compendium.

* The Inter-Agency Working Group on Reproductive Health
in Refugee Situations comprises over 30 humanitarian and
reproductive health groups who meet regularly to discuss
progress and needs in the field. The group was instrumental
in developing and revising Reproductive Health in Refugee
Situations: An Inter-Agency Field Manual.



Indicator

NUMBER OF INCIDENTS OF SEXUAL VIOLENCE REPORTED PER 10,000 POPULATION

Definition
This indicator is calculated as:

# of incidents of sexual violence
reported in specified reference
period

Total camp population

x 10,000

In the emergency phase, sexual violence incidents are
most commonly defined as rape.

Data Requirements

Information on the number of incidents of sexual vio-
lence reported within a specified period of time (e.g., 6
months) and information on the total number of people
in the refugee camp

Data Source(s)

Reports of sexual violence incidents filed with any au-
thority, such as UNHCR protection or other staff, po-
lice, local authorities, or health facility staff

Purpose and Issues

The term “sexual violence” covers “all forms of sexual
threat, assault, domestic violence, interference and ex-
ploitation including involuntary prostitution, statutory rape
and molestation without physical harm or penetration”
(UNHCR, 1995). In the emergency phase, rape is the
form of sexual violence that receives most attention.
Note, however, that reproductive health programs should
include prevention and response to other forms of sexual
violence, as well as gender-based violence, after the
emergency phase.

Sexual violence is strongly associated with situations of
forced population movement. In this context, all actors
in the emergency response must be aware of this issue

and preventive measures must be put in place. The
UNHCR’s Guidelines for Prevention and Response
to Sexual Violence Against Refugees (1995) should
be adhered to in the emergency response. Measures
for assisting refugees who have experienced sexual vio-
lence, including rape, must also be established in the
early phase of an emergency.

Women who have experienced sexual violence should
be referred for health services as soon as possible after
the incident. Protection staff should also be involved in
providing protection and legal support to survivors of
sexual violence.

Key actions to reduce the risk of sexual violence and
respond to survivors during the emergency, include the
following:

e Design and locate refugee camps, in consulta-
tion with refugees, to enhance physical secu-
rity;

¢ Ensure the presence of female protection, health
staff, and interpreters;

e Include the issues of sexual violence in the health
coordination meetings;

o Ensure refugees are informed of the availabil-
ity of services for survivors of sexual violence;

e Provide medical response to survivors of sexual
violence, including emergency contraception as
appropriate; and

e Identify individual or groups who may be par-
ticularly at risk to sexual violence (single female
heads of households, unaccompanied minors,
among others), and address their protection and
assistance needs.

Where possible, the evaluator should obtain data on age
and sex-specific incidence rates.
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Gender Implications of this Indicator

Reported sexual violence in emergency settings almost always involves female victims and male assailants.
Sexual violence against women occurs during all phases of an emergency:

(1) Emergency

Sexual violence has been an instrument to persecute, humiliate, torture, and dominate women and their
families. Systematic and politically motivated sexual violence has led many communities and individuals to
seek asylum in other areas or countries (UNHCR, 1993).

(2) Exodus

Women are particularly vulnerable during the process of relocation while crossing military lines, areas of
civil conflict, and borders. Perpetrators at this stage are most likely to include bandits, smugglers, border
guards, police, members of military forces, and civilians from the host population.

(3) Post-Emergency/Stabilization/Settlement

Refugee or internally displaced women have been subjected to many forms of sexual violence: rape,
sexual extortion, sexual molestation and threats, and forced prostitution. Women in emergency situations
are vulnerable when regarded as sexual property by male refugees and camp guards, when coerced to
have sex in return for basic needs, and when subjected to attackers while traveling long distances to ration
distribution points (UNHCR, 1999).

Many acts of sexual violence against women in emergency settings go unreported because women fear acts
of retribution, are ashamed, fear rejection by a spouse or by the community, feel powerless, lack support, or
distrust public/refugee services. A gender appropriate response to sexual violence includes the presence of
female medical staff to attend women who have been exposed to sexual violence, a safe environment for
reporting sexual violence that respects confidentiality, and integrated care for women exposed to sexual vio-
lence (including medical care, psychosocial care, and protection) [UNHCR, 1999].
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Indicator

PERCENT OF HEALTH FACILITIES WITH ADEQUATE SUPPLIES

FOR UNIVERSAL PRECAUTIONS

Definition
The number of facilities equipped for universal precau-
tions

This indicator is calculated as:

# of health facilities with
adequate supplies to carry out
universal precautions

# of camp service delivery points

x 100

Each service-delivery point must define adequate sup-
plies based on the number of potential exposures.

Universal precautions refer to the measures (outlined
below) to prevent the transmission of HIV.

Data Requirements

Information on number of health facilities within the refu-
gee camp that have adequate supplies for universal pre-
cautions, and information on the total number of camp
service-delivery points

Data Source(s)
Inventory and commodities report of camp service-de-
livery points

Purpose and Issues
Those in charge must emphasize universal precautions
against the spread of HIV/AIDS within the health care

setting during the first meeting of health coordinators of
the refugee camp. Under the pressure of an emergency
situation, the field staff may be tempted to take short
cuts in procedures and thus to jeopardize the safety of
patients and staff. Staff must respect universal precau-
tions. This indicator measures the effectiveness of dis-
tribution systems for supplies related to universal pre-
cautions.

The guiding principle behind universal precautions to
prevent transmission of HIV within the health care set-
ting is that one should assume that all blood, blood prod-
ucts, and bodily fluids are potentially infectious.

The minimum requirements for universal precautions are:

Facilities for frequent hand-washing;
Availability of gloves for all procedures involv-
ing contact with blood and other bodily fluids;
Availability of protective clothing;

Safe handling of sharp objects;

Safe disposal of waste materials;

Appropriate cleaning, disinfecting, and steriliz-
ing of medical instruments;

Proper handling of corpses; and

Appropriate handling of workplace injuries
(UNHCR, 1999).
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Indicator

NuMBER OF CoNDOMS DISTRIBUTED PER 1,000 POPULATION

Definition
The volume of condoms distributed in relation to the
population of the camp

This indicator is calculated as:

# of condoms distributed in
a reference period
Total population of the camp

x 1000

Data Requirements

Total number of condoms distributed in the refugee camp
within a specified period of time (i.e., one month); the
total population in the refugee camp

Data Source(s)
Condom distribution lists

Purpose and Issues

Awailability of condoms should be ensured from the be-
ginning of the emergency so that they can be provided
to anyone who requests them. Sufficient supplies should
be ordered to cover potential need.
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As well as providing condoms on request, field staff
should make sure that refugees are aware that condoms
are available and where they can be obtained. Condoms
should be made available in health facilities, especially
when treating cases of STIs. Other distribution points
should be established so that those requesting condoms
can obtain them in privacy.

One limitation of this indicator is that distribution does
not necessarily equate to use, especially where the prod-
uct is given away free of charge. A second caveat is
that in refugee populations with a high proportion of chil-
dren, the number of condoms per 1,000 would decrease,
making comparisons across refugee settings invalid.
Nonetheless, as a crude measure of protection against
unwanted pregnancy and disease prevention, this indi-
cator is potentially useful, especially since data are readily
available.



Indicator

NUMBER OF CLEAN DELIVERY KiTS DISTRIBUTED

Definition
This indicator is calculated as:

# of clean delivery kits distributed x 100
Estimated # of pregnant women

in the refugee camp

Delivery kits can be those for use by mothers or birth
attendants as well as those for use by midwives.

Data Requirements

Information on the total number of clean delivery kits
distributed within the refugee camp and information on
the estimated number of pregnant women within the camp
(estimated to be 75-125 in a three-month period in a
population of 10,000)

Data Source(s)

Distribution or inventory lists of delivery kits and health
facility data on the number of pregnant women within
the camp

Purpose and Issues

A refugee population will include women in the later
stages of pregnancy who will deliver within the initial
phase of the emergency. Camp personnel should pro-
vide simple delivery kits for home use to women in the

late stages of pregnancy. Women themselves or tradi-
tional birth attendants (TBAs) can use these very simple
kits. Staff can assemble kits on site, which should in-
clude: one sheet of plastic, two pieces of string, one clean
razor blade, one bar of soap, and a cotton cloth to pre-
vent hypothermia in the newborn.

Evaluators can use a formula based upon the crude birth
rate (CBR) to calculate the supplies and services re-
quired. With a crude birth rate of 3 to 5 percent per
year, some 75-125 births will likely occur in a 3-month
period in a population of 10,000. Using this estimate,
staff can calculate the number of kits they should order.

In the early phases of an emergency, births will often
take place outside the health facility without the assis-
tance of trained health personnel. Approximately 15
percent of births will involve some complications. Those
assisting in the birth should refer complicated births to
the health center. The supplementary unit of the New
Emergency Health Kit (NEHK-98) has all the materi-
als needed to ensure safe and clean normal deliveries.
The health center can manage many obstetric emer-
gencies with the equipment, supplies, and drugs con-
tained in the NEHK-98. When the centers cannot man-
age obstetric complications, they should stabilize the
patients before transferring them to the referral
hospital.
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Reproductive Health in Refugee Situations Indicators and
Compendium of Reproductive Health Indicators

Note: Many of the indicators for the post-emergency and later phases of refugee crises correspond to the
areas of reproductive health outlined in this Compendium. The full list of indicators for these later stages
included in Reproductive Health in Refugee Situations, An Inter-Agency Field Manual, is presented in the
first column. Each one is then cross-referenced with the indicators described elsewhere in the Compendium.
In some cases, they are exactly the same; in others, they are similar. Column 3 gives the section in which each
indicator appears in this manual.

Indicators in Reproductive Health in Refugee Parallel Indicator in this Compendium Section in this
Situations, An Inter-Agency Field Manual Compendium
Newborn Health
1. Neonatal mortality rate Neonatal mortality rate (NMR) IILE
2. Percent of births which are of low birth weight Percent of live births with low birth weight IILE
(<2500 g)
3. Percent of births which are of very low birth Percent of live births with low birth weight IILE
weight (<1500 g)
4. Stillbirth ratio
Safe Motherhood
1. Percent of reported maternal deaths investigated | Percent of facilities that conduct case II1.D
according to established guidelines and results of review/audits into maternal death/near misses

which are disseminated to health staff

2. Percent of women attending antenatal services at | Percent of women attended at least once during II1.D

least once pregnancy for reasons related to the pregnancy

3. Percent of women delivering tested for syphilis Percent of pregnant women attending antenatal 1I.D
during pregnancy clinics screened for syphilis

4. Percent of pregnant women screened for syphilis | Percent of pregnant women attending antenatal II1.D
who test positive clinics screened for syphilis

5. Incidence of unsafe and spontaneous abortions Abortion rate (AR) and total abortion rate (TAR) | IIL.I
6. Percent of women delivering adequately Percent of pregnant women with at least two IILE
vaccinated with tetanus toxoid doses of tetanus toxoid immunization

7. Percent of women with obstetric complications

8. Percent of women with obstetric emergencies Percent of women with obstetrical complications | III.D
treated in timely and appropriate manner treated within two hours at a health facility

9. Percent of women delivering attended by trained | Percent of births attended by skilled health I.D
health worker personnel

10. Percent of WRA who can name at least 2 danger | Percent of audience that know three primary II1.D
signs of obstetric complications warning/danger signs of obstetric complications

11. Percent of women delivering by Caesarean Cesarean sections as a percent of all live births I1.D
section

12. Percent of women with abortion complications
treated in timely and appropriate manner

13. Percent of women delivering who receive at Percent of women attended during the I.D
least 1 postpartum care visit postpartum period by skilled personnel

14. Percent of newborns receiving BCG and polio
by 1-month birthday

452



Indicators in Reproductive Health in Refugee Parallel Indicator in this Compendium Section in this
Situations, An Inter-Agency Field Manual Compendium

Sexual Violence (SV)
1. Percent of SV survivors who receive basic set of | Number of VAW service visits provided, by type | IILK
psychosocial and medical services of service, in a reference period
2. Percent of SV survivors who present for care
within 3 days of event
3. Percent of identified SV offenders prosecuted to
the full extent of the law
4. Percent of designated health workers trained Number of trainees by type of personnel and I.D
within past 2 years to provide services to SV topic of training
survivors
STI/HIV/AIDS
1. Percent of blood samples for transfusion tested Percent of transfused blood units screened 1I1.C
for HIV
2. Incidence of STIs
3. Percent of STI patients assessed and treated Percent of STI patients appropriately diagnosed | I1I.C
according to protocol and treated
4. Percent of designated health workers trained to Number of trainees by type of personnel and I.D
manage STI cases according to protocol topic of training
5. Percent of health workers who demonstrate use of
universal precautions
6. Percent of potential condom outlets with condoms | Condoms available for distribution nationwide II.C
available
7. Percent of persons in target population who Percent of population who know HIV prevention | III.C
recognize a condom, know its preventive effects, methods
and can describe how to use it properly
8. Percent of persons in target population reporting | ¢  Condom use at last higher risk sex I.C
using condom at last intercourse with non-regular e Young people using a condom at last higher | IIL.C
partner risk sex

e Percent of sexually initiated adolescents who | IILH

used a condom at first/last sex
e Percent of sexually active, unmarried ILH
adolescents who consistently use condoms

Family Planning
1. Contraceptive prevalence rate (CPR) Contraceptive prevalence rate (CPR) 111.B
2. Percent of health workers who provide family Number of trainees by type of personnel and II.D
planning services trained in the past 2 years topic of training
3. Percent of sexually active refugees able to cite Percent of audience who recall hearing or seeing | IL.F
major messages about family planning a specific message
4. Percent of service-delivery points maintaining a | Percent of facilities whose stock levels ensure ILE
minimum of 3-months supply of each of combined | near-term product availability
oral contraceptive pills, progestin-only pills, and
injectables
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Indicators in Reproductive Health in Refugee

Parallel Indicator in this Compendium

Section in this

adolescents who consistently use condoms

Situations, An Inter-Agency Field Manual Compendium
RH of Young People
1. Incidence of STIs in young people e Percent of adolescents who were ever IILH
diagnosed with an STI

2. Percent of births to young women
3. Contraceptive prevalence rate among young Contraceptive prevalence rate (CPR) 111.B
people
4. Percent of sexually active young people e Percent of sexually initiated adolescents who | IILH
reporting condom use at last intercourse used a condom at first/last sex

e Percent of sexually active, unmarried IIL.H

5. Percent of young people assessed, treated, and
counseled according to protocol
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Appendix A

CONTRIBUTORS TO THE COMPENDIUM OF INDICATORS'

Subject Area

Contributors

Organization

Part I — Overview of the
Compendium

Ties Boerma
Richard Greene

MEASURE Evaluation/lUNC
Population Leadership Program

Sunita Kishor
Kathleen Kurz

James McMahan
Sarah Martin
Constance Newman
Karin Ringheim
Diana Santillan

Sid Schuler

Yvonne Sidhom
Nancy Yinger

Sara Pacqué-Margolis USAID
Amy Tsui Gates Institute/John Hopkins
University
Norma Wilson USAID/Office of Population
Women’s Status and Michal Avni USAID
Empowerment Suzanna Stout Banwell CHANGE
Mai-Britt Dohlie PRIME II/Intrah
Mary Ellsberg Women’s Health Exchange
Susheela Engelbrecht PRIME II/Intrah
Alfredo Fort PRIME II/Intrah
Victoria Frye CHANGE
Sreela das Gupta Tulane University
Meg Greene PAI
Karen Hardee POLICY/The Futures Group
Judith Helzner IPPF/WHR
Britt Herstad MEASURE Communication/PRB
Jodi Jacobson CHANGE

MEASURE DHS+/Macro International
Reproductive Health and Nutrition Team/
ICRW

PRIME II/Intrah

MEASURE Evaluation/JSI

PRIME II/Intrah

Women’s Reproductive Health Initiative/
PATH

Empowerment of Women Research
Program/JSI

Empowerment of Women Research
Program/JSI

PRIME II/Intrah

MEASURE Communication/PRB

The Policy Environment

Harry Cross
Karen Foreit
Karen Hardee
Jeff Jordan
Nancy McGirr
John Stover

POLICY/The Futures Group
POLICY/The Futures Group
POLICY/The Futures Group
POLICY/The Futures Group
POLICY/The Futures Group
POLICY/The Futures Group

! The persons on this list provided some input into the respective sections, ranging from drafting and finalizing the text to
commenting on an isolated indicator in the section. The appearance of their names should not be interpreted as their endorsement

of all ideas in the relevant section.
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Management Jaime Benavente Center for Health Services/MSH
Joseph Dwyer Management and Leadership Prog./MSH
Sarah Johnson Management and Leadership Prog./MSH
Scott McKeown INFORM Program/MSH
Marc Mitchell Harvard School of Public Health
Mary O’Neil Management and Leadership Prog./MSH
Anne Young Packham Management and Leadership Prog./MSH
Linde Rachel Management and Leadership Prog./MSH
Gerry Rosenthal Center for Health Reform and Finance/MSH
Steve Sapirie Inform Program/MSH
Joseph Seale Private management consultant
Judith B. Seltzer Center for Health Reform and Finance/MSH
Mary Taylor Independent Consultant
Pamela Teichman Pathfinder
Barbara Tobin Management and Leadership Prog./MSH
Training Thada Bornstein QAP/URC
Sue Brechin JHPIEGO
Barbara Felling DELIVER/JSI
Alfredo Fort PRIME II/Intrah
Kama Garrison JHPIEGO
Linda Ippolito Intrah
Cathy Murphy PRIME Il/Intrah
Jana Ntumba MSH
Robert Rice FHI
Sharon Rudy PRIME Il/Intrah
Lois Schaefer JHPIEGO
Cathy Solter Pathfinder
Rick Sullivan JHPIEGO
Tim Williams DELIVER/JSI
Commodities and Dana Gelfeld Aronovich DELIVER/JSI
Logistics Tim Johnson Division of Reproductive Health/CDC
Steve Kinzett DELIVER/JSI
Rich Owens DELIVER/JSI
Sandhya Rao DELIVER/JSI
Lea Teclemariam DELIVER/JSI
Tim Williams DELIVER/JSI
Behavior Change Marcela Aguilar PCS/JHU/CCP
Communication Stella Babalola PCS/JHU/CCP
Marc Boulay PCS/JHU/CCP
Maria Elena Figueroa PCS/JHU/CCP
Nathalie Likhite MSH
D. Lawrence Kincaid PCS/JHU/CCP
Sarah Landon PCS/JHU/CCP

Theresa Norton

Learning and performance support office/

JHPIEGO Corporation
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Behavior Change Suruchi Sood PCS/JHU/CCP
Communication (cont.) Carol Underwood PCS/JHU/CCP
Kim Witte PCS/JHU/CCP
E. Kevin Zembower PCS/JHU/CCP
Operations Research Sarah Harbison USAID
Marge Horn USAID

Celeste Marin
John Townsend

FRONTIERS/Tulane University
FRONTIERS/Population Council
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ronment — Quality of
Care

Karen Beatty
Nancy Fronczak
Gary Lewis
Mandy Rose
Jim Shelton
Krista Stewart
Tara Sullivan
Ann Way

Tim Williams

EngenderHealth
MEASURE DHS+/Macro International
PCS/JHU/CCP

MEASURE Evaluation/Macro International

USAID

USAID

MEASURE Evaluation/Tulane
MEASURE DHS+/Macro International
DELIVER/JSI

The Quality Assurance Diana Silimperi QAP/URC
Approach (Applied to Bruno Bouchet QAP/URC
Maternal Health) Stephane Legros QAP/URC
Gender Equity/ Mai-Britt Dohlie PRIME/Intrah
Sensitivity Susheela Engelbrecht PRIME/Intrah
Alfredo Fort PRIME/Intrah
Meg Greene PAI
Karen Hardee POLICY/Futures Group
Sunita Kishor MEASURE DHS+/Macro International

James McMahan
Constance Newman
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Yvonne Sidhom

PRIME/Intrah
PRIME/Intrah
Women’s Reproductive Health Initiative
PRIME/Intrah

Integration of Services Ian Askew FRONTIERS/Population Council
Global Indicators for Wilma Doedens WHO/Geneva
Reproductive Health Igbal Shah WHO/Geneva
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Family Planning

Text for this section was
drawn primarily from
Bertrand, Magnani and
Knowles, 1994.

Silvia Alayon
Sian Curtis
Anrudh Jain
Robert Magnani
Leo Morris
John Stover
Paul Stupp

MEASURE Evaluation/Macro International
MEASURE Evaluation/Macro International
Population Council

MEASURE Evaluation/Tulane

Division of Reproductive Health/CDC

The Futures Group

Division of Reproductive Health/CDC

STI/HIV/AIDS

Text for this section was
drawn primarily from
UNAIDS, 2000.

Ties Boerma
Lisanne Brown
John Stover

MEASURE Evaluation/UNC
MEASURE Evaluation/Tulane
The Futures Group

Safe Motherhood and
Newborn Health

Koki Agarwal
Deb Armbuster
Patsy Bailey
Ties Boerma
Pierre Buekens
Sian Curtis
Wilma Doedens
Donna Espeut
Joy Fishel
Stephen Gloyd
Wendy Graham
Rik Guidoitti
Marge Koblinsky
Nazo Kureshy
Joy Lawn

Jerker Liljestrand
Deborah Maine
David Marsh
Allisyn Moran
Nancy Nachbar

Monica Parise
Elisabeth Ransom
Carine Ronsmans
John Ross

Hazel Simpson
Cindy Stanton
Anne Tinker
Tessa Wardlaw
Kim Wheeler
Jelka Zupan

The Futures Group

Consultant

FHI

MEASURE Evaluation/UNC

University of North Carolina

MEASURE Evaluation/Macro International
WHO/Geneva

CSTS/Macro International

MNH/JHPIEGO

University of Washington

Dugald Baird Centre/U. of Aberdeen
WHO/Geneva

NGO Networks

NGO Networks

International Perinatal Care Unit, Centre for In-
ternational Child Health, Institute of Child Health
World Bank

AMDD Program, Columbia University

Save the Children Federation/US
MNH/JHPIEGO

Center for applied behavioral and evaluation re-
search/AED

CDC

PRB

London Sch. of Trop. Med. & Hygiene

The Futures Group

DFID/Nepal Safe Motherhood Program
MNH/JHPIEGO

Save the Children

UNICEF

Western Pacific Regional Office/ WHO
WHO/Geneva
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Women’s Nutrition

Eunyong Chung
Mary Cogswell

Leslie Elder
Nadra Franklin
Larry M. Grummer-Strawn

Phil Harvey
Sam Khan
Jacky Knowles

Kathy Krasovec
Kathleen Kurz

Miriam Labbok
Chessa Lutter
John Mason
Ellen Mathys
Altrena Mukuria
Nancy Mock
Penny Nestel

Abe Parvanta
Ellen Piwoz
Sandra Remancus

USAID

Maternal and Child Nutrition Branch, Division
of Nutrition and Physical Activity, CDC

The World Bank, HDNHE

Linkages/AED

Maternal and Child Nutrition Branch, Division
of Nutrition and Physical Activity, CDC
MOST/Johns Hopkins University

USAID

Maternal and Child Nutrition Branch, Division
of Nutrition and Physical Activity, CDC
PATH

Reproductive Health and Nutrition Team/
ICRW

UNICEF

PAHO

Tulane University

Tulane University

MEASURE DHS+/Macro International
Tulane University

USAID Micronutrient Global Leadership
Project, ILSI

Division of Nutrition and Physical Activity, CDC
SARA/AED

FANTA Project/AED

Diana Santillan

Nancy Yinger

Breastfeeding Nadra Franklin AED
Adolescent Robert Magnani FOCUS/Tulane
Reproductive Kristin Nelson FOCUS/Tulane
Health Programs
Postabortion Care Janie Benson Ipas
Barbara Crane Ipas
Tamara Fetters Ipas
Norman Goco Ipas
Joan Healy Ipas
Charlotte Hord Ipas
Ronnie Johnson Ipas
Male Involvement Sam Clark PATH
in Reproductive Adrienne Cox PHNIP/JSI
Health Programs Erin Eckert MEASURE Evaluation/JSI
Meg Greene PAI
Sarah Martin MEASURE Evaluation/JSI
Alec Moore MEASURE Evaluation/JSI

Empowerment of Women Research Program/
JSI
MEASURE Communication/PRB
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Violence
Against Women

Suzanna Banwell
Mai-Britt Dohlie
Mary Ellsberg
Susheela Engelbrecht
Alfredo Fort

Victoria Frye

James McMahan
Constance Newman
Yvonne Sidhom
Jeanne Ward

CHANGE

PRIME Il/Intrah

PATH

PRIME Il/Intrah

PRIME Il/Intrah

CHANGE

PRIME Il/Intrah

PRIME Il/Intrah

PRIME Il/Intrah

Sexual and Gender-based Violence Initiative,
Reproductive Health for Refugees
Consortium

Female Genital Cutting James Phillips Population Council
Barbara Ibrahim Population Council
Barbara Mensch Population Council
Gilda Sedgh Harvard University
Nahla Abdel-Tawab Independent Consultant
Letitia Reason Washington University
Patricia Akweongo Navrongo Health Research Centre
Reproductive Health in Therese McGinn Columbia University
Emergency Situations Susan Purdin Columbia University
Performance Sue Brechin JHPIEGO
Improvement Alfredo Fort PRIME Il/Intrah
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Appendix B

TIPS FOR SELECTING INDICATORS

One criticism of indicator handbooks is that they do not
provide sufficient guidance on the selection of indica-
tors. Those new to the evaluation process may wonder
how to select from the many different indicators pre-

sented in this Compendium. To address this issue, we 2.

provide a “how-to” guide, intended to show the process
in its most basic form. The four main steps in selecting

indicators are as follows: 3.

1. State (or formulate) the objectives of the pro-

Example: increase percent of sexually active
males 15-19 years old who “consistently” use

[}

condoms in city “x” in a two-year period.

Review the activities to be carried out in pursuit
of the objective(s);

Develop a simple framework to show how the
program will work; that is, how the activities
will lead to the desired objective(s) (see frame-

gram; work below).
Knowledge
regarding
BCC activities: N contdortr}s o
e Radio spots —» Access to: ) protecting agains
Staff —p e Peer P e (Condoms / STI/HIV/AIDS
counseling and pregnancy
e Booklets on
. S-RH
Equipment/ Knowledge of a i
supplies »| source of supply
Logisti Consistent
—p | Logistics: - use of
Buildi e  Acquisition of Self-efficacy- condoms
uildings condoms - confidence to:
Quality: —
) L e  Purchase
e Youth friendly condoms
Training service providers .
(providers): e Negotiate use
Funding e Inyouth
I frlerfdly Intention to:
services e Usecondoms [
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4. Select indicators that measure progress for each
(or some) of the boxes.

Example:

Process/functional outputs:!

Number of radio spots produced

Number of diffusions of radio spots per month
Number of booklets produced/distributed
Number of providers trained

Number of peer educators trained

Number of peer educators active in program

Service outputs (access and quality):

e Number of outlets that sell/provide condoms to
youth in catchment area

e Number of youth friendly facilities in catchment
area that counsel youth on sexual and repro-
ductive health

e Quality of service for youth (specific measures
will need to be developed)

Results?
e Percent of sexually active males 15-19 who:
o Know that condoms protect against
pregnancy and against STI/HIV/AIDS
o Know a source of supply for condoms
o Feel confident they could purchase a
condom
o Feel confident they could negotiate con-
dom use
o Intend to use condoms for every sexual
relation
o Report they always use a condom for
sexual relations

Other considerations in selecting indicators:

e Are the data needed to measure the indicators avail-
able? If not, are they feasible to collect? (Alterna-
tively, what indicators can be measured with avail-
able data?)?

e What is the time frame for the evaluation? How
often will the program report on the different re-
sults? Will the data be available by donor or by
program-imposed deadlines?

e What financial support is available for evaluation?
Does the organization have funds to conduct a sur-
vey? Or does the budget dictate the use of existing
data such as service statistics?

e What are the requirements of the donor agency (if
applicable)?

For a more detailed discussion of indicators (e.g., how
to use multiple indicators, what to measure, how to iden-
tify data sources), see Bertrand, Magnani, and
Rutenberg, 1996, pages 29-36.

! Note: Although some organizations track the number of
activities completed (i.e., functional outputs), those with
greater evaluation capacity focus on results instead. Thus,
the BCC section of this Compendium (Section II.F) omits
“counts” of activities completed.

2 These results would be considered “outputs” if measured
at the program level (among participants/clients in the pro-
gram) or “outcomes” if measured at the level of the popula-
tion (among the representative sample youth 15-19 in the
general public).

3 This question represents the “last resort.” Whereas the
evaluator ideally identifies what a program should measure,
he/she may have to settle for what a program can measure
and/or use data that has already been collected.
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The indicators in Part II.H on the Service Delivery En-
vironment have provided a means of operationally de-
fining access, quality of care, integration of services,
and gender equity/sensitivity. This appendix on Perfor-
mance Improvement (PI) describes a process that can
be used in the service delivery context to bring about
improvements.

In the past, when organizations experienced perfor-
mance problems, the common response was to call for
more training. Yet even after staff was trained, many of
the problems persisted. It became evident that other
factors in the work environment influenced performance,
and until they were addressed, these problems were likely
to continue. Inrecent years Performance Improvement
(PI) has been introduced into the service delivery con-
text as a strategy that takes a systemic, holistic approach
to ensuring good performance.

Specifically, Performance Improvement aims at improv-
ing service delivery through a multi-step process:

e Identifying gaps between desired and actual
performance;

e Analyzing the reasons for these gaps;
Identifying effective interventions that address
these gaps;

e Implementing the interventions; and
Monitoring performance for improvement in
these areas (to determine the extent to which
the gap has been closed).

Experience shows that staff needs a certain set of basic
inputs to perform well: clear job expectations, immedi-
ate performance feedback, adequate physical environ-
ment and tools, motivation to do well, support from the
organization, and appropriate knowledge and skills
(PRIME, 2000).

Although the process will differ from setting to setting,
it generally begins when an organization wishes to ad-
dress its performance problems and decides to enlist
the PI process. A Performance Improvement facilita-

Appendix C

PERFORMANCE IMPROVEMENT (PI)

tor, experienced with this process, leads the group
through a series of clearly defined stages. In the first
stage the PI leader, the organization in question, and other
stakeholders meet to define the desired outcomes of the
process and to discuss the approach itself (who will be
involved, in what ways, what will occur, how the activ-
ity fits into the goals of the organization). For the PI
process to succeed, it is essential to involve relevant
stakeholders from the start, including government offi-
cials, NGO administrators, providers, clients, and the
community. This first stage is important in setting the
tone for the project (McCaffery et al., 1999).

In Stage 2, the stakeholders define the desired perfor-
mance, describe the current performance, and identify
the performance gap between the two. The group then
prioritizes the performance gaps, completes a root-cause
analysis to determine what causes the performance gap,
and begins identifying possible interventions to each
cause. The PI leader encourages the team to focus on
interventions that are practical, sustainable, and cost-
efficient.

In Stage 3, the team decides which performance gaps it
will address and proceeds to design appropriate inter-
ventions. In Stage 4, the PI leader works with the team
to ensure that the organization is ready to implement the
intervention. Once implementation takes place, the team
monitors the process of performance change. In the fifth
and final stage, the team evaluates the process, by ana-
lyzing whether the performance gap has narrowed dur-
ing the course of or as a result of the exercise. Ideally,
the evaluation method should be designed so that it can
be easily integrated into the workplace routine and re-
main there as a feedback device for workers and man-
agers (McCaffery et al., 1999).

This approach has been tested in a number of countries
to date: Burkina Faso, the Dominican Republic, El Sal-
vador, Ghana, Honduras, India, Kenya, Tanzania, Yemen,
and others. In each case, a performance problem had
been identified, and the PI approach has been used to
resolve it.
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Methodological Challenges of Evaluating Perfor-
mance Improvement

e The evaluation of PI is often done by the same
persons involved in the intervention itself,
rather than by an external evaluator.

Because one of the objectives of the exercise is to de-
velop a sense of ownership of the process of improving
access and quality, key stakeholders need to be involved
at all stages of the PI process, including its evaluation.
However, this involvement may color their judgment on
the amount of change achieved on different indicators.
Two means of addressing this problem are (1) to de-
velop as precise measures of performance as possible,
and (2) to involve an external consultant in the evalua-
tion.

¢ A number of the indicators are subjective, re-
quiring a judgment on the part of evaluators.

Some Pl indicators are very concrete; for example, per-
cent of providers/staff with an updated written job de-
scription for their position. Others —including some that
seem measurable — require a subjective judgment. The
indicator existence of a staff-oriented leadership of the
organization/institution is a case in point. Although the
evaluator will gather information from interviews with
staff and document reviews, the ultimate “yes/no” for
this indicator remains subjective.

Some have argued that in quality improvement initia-
tives, efforts to ensure local ownership of the PI pro-
cess are often at odds with methodologically sound data
collection procedures and objective measurement
(Stinson, 1995). The latter requires “external experts”
who are often perceived as outsiders, “inspecting” or
“judging” performance in ways that are counterproduc-
tive to team-building.
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We are not suggesting that the PI process would be
better served by limiting the evaluation to more con-
crete measurements. In fact, the purpose of PI is to
influence complex processes that do not lend themselves
to easy measurement. At the same time, those imple-
menting PI must be aware of the subjective nature of
certain indicators in this type of evaluation.

e Factors other than PI interventions may affect
performance.

As with other topics in this Compendium, attribution is
problematic. Other interventions or “naturally occurring”
events may affect providers’ attitudes or clients’ per-
ceptions. Controlling for such confounding factors is
difficult at best.

The indicators listed in Table C.1 are organized accord-
ing to the different inputs required for providers to per-
form well. Each category is further broken down by
indicators applicable at the individual level (of the ser-
vice provider) and those applicable to the organization
in question. Often an indicator at one level will have an
analogue at the other.

We should stress that PI is a process. Some would
argue that it should not be “reduced” to a set of indica-
tors. “Desired performance” is the end measure of suc-
cess in the PI process. In contrast to some types of
quality improvement tools or audits that measure whether
the organization has a strong organizational development
system, the PI process focuses more on how organiza-
tions achieve success. “Evaluation” in this context
serves to document the process as a means of learning
fromit.



Indicator

INDICATORS FOR PERFORMANCE IMPROVEMENT (PI)

Definition

No standard list of indicators exists for measuring Per-
formance Improvement; rather, the participating staff
of an organization develops the indicators to apply to
each specific situation. However, illustrative indicators
are listed in Table C.1.

Data Requirements
The indicators generally fall in one of six categories:
e Job expectations;
Feedback to providers on their job performance;
Motivation/incentives;
Job environment;
Organizational support for providers; and
Knowledge and skills of providers.

Data Source(s)

Review of documents; interviews with staff; test of
knowledge and skills; observation of providers; service
and other statistics; program records on absenteeism
rates, staff turnover, and utilization of staff time; and
special studies

Purpose and Issues

Evaluation is the fifth stage of the PI process. It allows
the organization to determine whether it has success-
fully “narrowed the performance gaps” that it has itself
identified during the Pl initiative. Methodological chal-
lenges are discussed in the preceding text that intro-
duced this topic.
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Table C.1 Performance Improvement (PI) Indicators
(Illustrative for Family Planning)

I — Indicators of Performance

INDIVIDUAL LEVEL
e Percent of providers/staff performing to standards(e.g., adherence to client provider interaction
(CPI) norms when counseling for FP and infection prevention protocols for FP services; making the
prescribed number of supportive supervision visits in a quarter)

INSTITUTIONAL LEVEL
e Institution has defined intervention(s) based on a Performance Needs Assessment (PNA)
e Institution with a system to produce and implement a PI plan for its providers/staff
o Institution with logistics/training/supervision/financial/information systems integrated to a compre-
hensive PI plan for its staff

IT — Indicators of the Presence or Absence of the Performance Factors
1. Expectations

INDIVIDUAL LEVEL
e Percent of providers/staff with an updated written job description for their position
e Percent of providers/staff guided by current consensus-derived annual performance objectives
e Percent of providers/staff who can state what is expected of their jobs
e Updated guidelines and protocols are distributed to providers in the areas in which they work

INSTITUTIONAL LEVEL
o Institution systematically uses job descriptions and annual performance objectives to enhance staff
performance
e Supervisors review performance expectations on an annual basis and update them as needed

2. Feedback

INDIVIDUAL LEVEL
e Percent of providers/staff who acknowledge receiving feedback (positive and negative) on their
performance in the last six months
e Percent of providers/staff who have improved a work habit/procedure based on feedback received
in the last year

INSTITUTIONAL LEVEL
e Institution has a feedback system in place to assure providers receive performance feedback
e Institution systematically requires supervisors to provide regular feedback (at least once every six
months) to their staff
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3. Motivation/incentives

INDIVIDUAL LEVEL
e Percent of providers who state they received positive recognition during the previous year for a
specified performance

INSTITUTIONAL LEVEL
e Organization has a functioning system of motivation/incentives for its staff
e Percent of staff that have positive job satisfaction
e Score on individual’s job satisfaction rating

4. Job Environment

INDIVIDUAL LEVEL
e Percent of providers/staff who state they have the equipment/tools needed to perform well in their
job
e Percent of providers/staff who have adequate tools (light, space, client privacy, audio-visual materi-
als, vehicles, furniture, supplies) to perform the duties expected of them

INSTITUTIONAL LEVEL
e Organization conducts regular assessments to ensure appropriate equipment/tools are available at
staff’s workplace
e Organization has a system to (re)supply needed materials for providers

5. Organizational Support

INDIVIDUAL LEVEL
e Percent of providers and other relevant staff who received a supportive supervision visit in the last
six months
e Percent of providers and other relevant staff strongly identified with their institution
e Percent of providers/staff who are involved in management reviews/decision-making of their clin-
ics/facilities

INSTITUTIONAL LEVEL
e Existence of a staff-oriented leadership of the organization/institution
e Existence of a system that supports providers in the six performance factor areas

6. Knowledge and Skills

INDIVIDUAL LEVEL
e Provider demonstrates specific knowledge and skills to better perform their jobs

INSTITUTIONAL LEVEL
e Existence of a training plan linked to quality assurance and performance improvement plans
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Questions #1-4

Questions #5-8

Question #9

Question #10

Questions #11-29

Question #30

Tables #31-34

Table 35

Questions #36-40

Questions #41-44

Questions #45-46

Appendix D

Logistics INDICATOR ASSESSMENT TooL (LIAT)!

INTERVIEWER’S GUIDE

Note the date, your name and the names of other interviewers, the time you begin the
interview and the location of the facility.

Circle the type of facility where the survey is conducted and write in the name of the
facility.

Record the total number of staff at the facility. For warehouses, include staff of the ware-
house only, even ifit is linked to an SDP such as a district hospital. For SDPs include all staff
in the facility, not only those working on logistics.

List the titles of all the members of the staff interviewed at the site, how long they held the
position and if they have received any training in logistics. Ask about the type of logistics
training received by the staff in each product category (e.g., if speaking to the person in
charge of immunization ask specifically if he/she has received formal training in cold chain
and vaccine logistics).

Be sure to read each question exactly as written. If the respondent does not understand the
question, you may explain it in your own words or translate to local dialect. If the answer
given is not clear or does not clearly fit any response category, use the comment section to
provide additional useful information.

List all the HIV/test kits by type and brand. Please note if not applicable.

Should be filled for each product, following the instructions preceding each table in the
questionnaire.

Should be filled for each storage area housing products being assessed, following the in-
structions preceding the table.

Answer these questions only if the study team is looking at a cold chain logistics system.

Be sure to answer each question exactly as written. If the respondent does not understand
the question, you may explain it in your own words or translate to local dialect. If the answer
given is not clear or does not clearly fit any response category, use the comments section to
provide additional useful information.

Record the ending time of the interview and calculate the total time of the interview using
the beginning time recorded at the beginning of the questionnaire.

'DELIVER/JSL, 2002.
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QUESTIONNAIRE
FOR SERVICE DELIVERY POINTS, DISTRICT/REGIONAL FACILITIES AND
CENTRAL WAREHOUSES

Introduce yourself and all members of the team, including titles/positions. Present the objectives
of this assessment and how this interview will help the team to achieve the objectives.

State your objectives here

Explain how the team will conduct the interview, invite relevant interviewees to join the group
and begin.

Beginning time of Interview End time of Interview
1. Date 2. Interviewer(s)
3. Region/Province 4. District

5. Type of facility: (Circle all that apply)

a) Urban/Rural

b) Public/Private

¢) Warehouse/Service Delivery Point (if warehouse go to question 6, if SDP go to question 7)

6. If warehouse:

a) Central

b) Regional/Provincial
¢) District/Zonal

7. 1fSDP:

a) Hospital

b) Clinic

c) Dispensary

d) Health post

e) Health worker

8. Name of the facility:

9. Total number of staff at facility:
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10. Respondents interviewed at this site:
Title Length in current position **Received training in logistics
(specify product categories & dates)

a) 0000 years/months
b) years/months
c) years/months
d) years/months
e) years/months
f) years/months
g 0000 years/months

** Logistics includes the following functions: Ordering, Receiving supplies, Inventory management, and
supervision. If speaking to the person in charge of EPI, ask specifically “Have you received formal training
for cold chain and vaccine logistics?”

11. Do you use the following logistics forms to manage health products?

a) Stock cards/records

If no, go to

b) LMIS reports (including requisition and issue vouchers, consumption,
question 16

transactions)

Please circle answer(s) Comments
12. How is the information on these forms used? (Circle all that
apply)
a) Calculating consumption
b) Calculating needs
¢) Reporting use to the higher level
d) Requesting supplies from the higher level
e) Other, please explain in comments section
13. If LMIS reports are used, are they sent to the higher level?
a) Yes
b) No (go to question 15)
c) Don’t know (go to questionl6)
d) Not applicable (go to question16)
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Please circle answer(s)

Comments

14.

a)
b)
¢)
d)
e)
f)

How often are these forms sent to the higher level?
Monthly

Quarterly

Semi-annually

Annually

Other (please specify in the comments section)
Not Applicable

15.

a)
b)
¢)
d)
e)
f)

How often are you supposed to send these forms to
the higher level?

Monthly

Quarterly

Semi-annually

Annually

Other (please specify in the comments section)
Not Applicable

16.

How many facilities should send reports to this
facility? (if zero, go to Q18)

17.

Provide an approximate number of facilities that
send these reports according to schedule.

18.

a)
b)
¢)
d)

How many times have you placed an order or
submitted a procurement request in the last year?
None

0-3 times

3-6 times

more than 6 times a year (specify reasons in the
comments section)

19.

a)
b)
¢)
d)
e)
f)

How often are you supposed to place orders or
submit a procurement request?

Monthly

Quarterly

Semi-annually

Annually

Other (specify in the comments section)

Not Applicable

20.

a)
b)

¢)

Who determines this facility’s re-supply quantities?
The facility itself (pull)

The facility at the higher level (push/topping up)
Other (explain in the comments section)
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Please circle answer(s)

Comments

a)
b)

c)

21.

How are the facility’s re-supply quantities
determined?

Formula (describe in comment space)
Higher level facility determines

Other means (describe in comments section)

22.

Which data elements are used to calculate the
facility’s re-supply quantities? (Circle all that apply)
Beginning of reporting period stock level

End of reporting period stock level

Quantity received

Quantity dispensed

Losses and adjustments

Other (specify in the comments section)

a)
b)
¢)
d)

23.

How did you learn how to complete the forms used
at this facility?

During a logistics training

On the job training

On the job

Other (specify in the comments section)

a)
b)

¢)

24.

Who is responsible for transporting commodities to
your facility?

This facility collects

The higher level facility delivers

Other (explain in the comments section)

a)
b)
¢)
d)
e)

25.

What mode of transportation is most often used?
Public transportation

Facility-managed vehicle

Private, hired vehicle

On foot

Other (specify in comments section)

a)
b)
©)
d)
e)
f)

26.

When did you conduct your last supervisory visit?
Within the last month

Within the last 3 months

Within the last 6 months

Other (explain in comments section)

Never

Not Applicable
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Please circle answer(s) Comments
27. When did you receive your last supervisory visit?
a) Within the last month
b) Within the last 3 months
¢) Within the last 6 months
d) Other (explain in comments section)
e) Never (go to question 30)
f) Not Applicable (go to question 30)
28. Who conducted the supervisory visit that you

received? (specify position of the person)
29. What was done during the supervisory visit you

received? (Circle all that apply)
a) Supplies checked
b) Stock cards checked
c) Expired stock removed
d) LMIS reports checked
e) OJT/coaching
f) Other (explain in the comments section)
30. Please list all the HIV test kits that are managed by this facility:

Type Brand
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31. STOCK STATUS TABLE
Note the established minimum months of stock and maximum months of stock for fully supplied products in this facility and the time between orders.

Complete the following table for authorized products only using the following guidelines:

e SR A Sl e

12.

Enter all of the authorized products that will be studied.

Enter the units of count for each product (e.g. cycles, vials, tablets, pieces, etc).

Identify which products are managed by this facility by answering yes or no for each product.

Enter the total consumption or issues for the last 6 months. If less than 6 months of data available, enter data from as many months as possible.

Record the number of months the total consumption was based on (should be 6 in most cases)

Calculate the average monthly consumption in units of count for each product (column 4/column 5).

Record usable stock on hand based on a physical inventory of each product.

Record usable stock on hand based on stock ledgers or stock cards for each product. If there are no stock cards write “no stock cards”.

Calculate months of stock on hand for each product. To calculate this, divide column 7 by column 6 (usable stock on hand from physical inventory/average monthly consumption).

If the number in column is less than the minimum number of months of stock recorded above the table, indicate whether or not an order has been placed with a yes or no. If the stock on hand is above
the minimum, write “NA”.

Enter the total amount of expired quantities of products that are on the shelf or anywhere inside the storeroom for each product.

Indicate the stock status as () if the months of stock on hand falls below the minimum and no order has been placed, (+) if months of stock on hand fall above the maximum and (=) if the months of
stock falls between the minimum and the maximum.

Minimum: months Maximum: months Order interval: months
Usable stock on If
hand Column
Product Total 9 Is less
. . Average From than Stock
Units managed consumption | Number Months of s .
f . Monthly stock min, Expired Status
Product of by this or issues last of A From Stock on hand _
o Consumption . ledger has products (+,~=) or
Count | facility? 6 months physical (col 7/col 6)
(col 4/col 5) . or order comments
Y/N months inventory
stock been
cards placed
Y/N
1 2 3 4 5 6 7 8 9 10 11 12
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32. STOCKOUT ASSESSMENT TABLE

Review the stock cards for the last 6 months to identify if any products stocked out. Alternatively, ask knowledgeable staff to identify if any products have stocked

out over the past 6 months.

For all products that are both checked as available products and had a stockout in the last 6 months complete the following table:

“Note: It may be necessary to use more than one line per product in the table as, for example, there may have been 3 different stockouts of Depo-Provera in the

last six months.

SunRAEwbhe=

the duration up to that day.

Enter any products managed by this facility from the Stock Status Table that had a stock out in the last 6 months.
Record if there is a stock card available that has been updated within the last 6 months by answering yes or no.
Enter whether there was a stock out at the time of the visit for each product.
Enter the date (or estimated date) the stock out began.

Enter the date the stock out ended. If the stockout is on-going on the day of the visit, enter “on-going.”

Calculate the duration of the stock out (add the number of days between column 4 and column 5). If the product is stocked out on the day of the visit, calculate

7. Check column 7 if the date of the stockout has been taken from the stock cards or other logistics records.

8. Check column 8 if an informant has estimated the date of the stockout.

9. Enter the reason for the stockout. Please use the following codes:

Reason for stockout:

1=Could not go to pick up the products

2=Higher level facility did not send enough products
3=Higher level facility did not send products in time
4=Increase in consumption

5=Did not request the right amount

6=Did not request products at the right time
7=0ther reasons and state the reason

Duration of

Stock card Stock stock out Source of information
Authorized available and til:)lz 0(;‘u\fi:itt Stockout Stockout (days Reason for stockout
Products updated Y/N) start date end date between st((::l:)tcl:l;:is Informants (see list above)
(Y/N) col. 5- knowledge
col. 4) records
1 2 3 4 5 6 7 8 9
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33. STOCK DATA QUALITY TABLE:

If no stock cards are available, these tables can not be completed and you should skip to question 34.

A. Usable stock on hand on the day of the visit

—

for the country as a whole, from the input of study team members prior to the fieldwork.

SRR Sl N

(col. 5).

For column 2 below, copy from stock status table (table 31-column 7).
For column 3 below, copy from stock status table (table 31-column 8).
Note the quantity of products received that are not accounted for on the stock cards.
Note the quantity of products issued that are not accounted for on the stock cards.

Adjust the stock record (col. 3) by adding the unaccounted receipts (col. 4) and by subtracting the unaccounted issues

Select a list of 10 products as a sample for calculating these indicators. This list can be determined before the visit and

7. Calculate the percentage of discrepancy by subtracting the physical inventory count (column 2) from the adjusted stock
record (column 6), divided by column 2, and multiplying by 100.
Note the reasons for discrepancy.

Usable Stock on Hand (Day of Visit)

From
Method/Brand/ From Stock Count of Count of Adjusted stock % Discrepancy
Product Physical Ledger unposted unposted record (col.6-col.2/col.2) Reasons for Discrepancy
Inventory | or Stock receipts issues (col3+col4-col 5) *100
Cards
1 2 3 4 5 6 7 8

D-478




B) Usable stock on hand at time of most recent LMIS report

1. List the same products as in table 33A in column 1.
Get the most recent LMIS report showing the selected products and write in column 2 the stock on hand from the LMIS
report.

3. Write in column 3 the quantity of usable stock on hand from the stock records from the time of the LMIS report chosen.

4. Calculate the discrepancy by subtracting quantities of stock on hand from the LMIS report from quantities of stock on
hand from stock records (from time of LMIS report)/ quantities of stock on hand from stock records times 100.

Note the reasons for discrepancy.

Usable Stock on Hand (at time of most recent LMIS report)

Method/Brand/ Accordine to Most From Stock Ledger or Stock % Discrepancy
Product & Cards from time of LMIS ((col.3-col.2)/col.2) Reasons for Discrepancy
Recent LMIS Report
Report *100
1 2 3 4 5
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34. FORECAST ACCURACY AND ORDER FILL RATE TABLE

1.

rODN

©ooNoOO

Enter all of the authorized products that are included in this assessment and that are managed by this facility. This should include all
products listed in table 31 and marked “yes” in column 3 of table 31.

Enter the amount forecasted for the last order period.

Enter the quantity consumed during last order period.

Calculate the forecast accuracy by subtracting the quantity forecasted for the last order period from the quantity consumed during the last
order period, divided by the quantity forecasted, multiplied times 100.

Enter the quantity ordered for the last order period.

Enter the date order was placed.

Enter the quantity received in last order.

Enter the date order was received.

Calculate order fill rate by subtracting the quantity received for the last order period from quantity ordered for the last order period,
divided by the quantity ordered for last order period, multiplied times 100.

10. Calculate the order lead time as the number of days between the date the order was placed and when it was received.
Write comments on the number of orders that arrived on schedule for the last 4 orders.

Percent Comments:
diff. betw. )
Quantity Quantity Forecast quant Order How many of
Quantity Quantity : lead time your last 4
forecasted consumed accuracy Date . . Date ordered &
Method/Brand/ . ordered for received in (days orders/procure
for last during last (col 2- order order quant.
Product last order last order/ . . between ments were
order order col3)/col3 . placed received received .
. . o period procurement col. 6 and received
period period 100 ((col.7- .
col.8) according to
by schedule?
col.5) *100 )
1 2 3 4 5 6 7 8 9 10 11
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35. STORAGE/WAREHOUSE CONDITIONS TABLE

Items 1-13 should be assessed for all facilities. A table should be filled out for each storage area housing products being assessed. Please specify the types of products
being assessed in the storage area by circling the category (ies) of products below.

Place a check mark in the appropriate column based on visual inspection of the storage facility, noting any relevant observations in the Comments column. To qualify as
“yes,” all products and cartons must meet the criteria for each item.

Essential Drugs Contraceptives Vaccines HIV test kits STI drugs TB/Leprosy
No Description Yes No | N/A Comments
1. Products that are ready for distribution are arranged so that identification
labels and expiry dates and/or manufacturing dates are visible.
2 Products are stored and organized in a manner accessible for First-Expiry /
First-Out (FEFO) counting and general management.
Cartons and products are in good condition, not crushed due to mishandling. If
3. opened cartons, products are not wet or cracked due to heat/radiation
(fluorescent lights in the case of condoms)
4 The facility makes it a practice to separate damaged and/or expired products
' from good products and remove them from inventory.
5 Products are protected from direct sunlight at all times of the day and during
) all seasons.
6 Cartons and products are protected from water and humidity during all
seasons.
7 Storage area is visually free from harmful insects and rodents. (Check the
' storage area for traces of rodents (droppings) or insects).
3 Storage area is secured with a lock and key, but accessible during normal
) working hours, with access limited to authorized personnel.
9 Products are stored at the appropriate temperature during all seasons according
) to product temperature specifications.
10 All hazardous waste (e.g., needles, toxic materials) is properly disposed of and
" | non-accessible to non-medical personnel.
1 Roof is maintained in good condition to avoid sunlight and water penetration
" | at all times.
12 Storeroom is maintained in good condition (e.g. clean, all trash removed,
" | shelves are sturdy, boxes are organized).
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13.

The current space and organization is sufficient for existing products and
reasonable expansion (i.e., receipt of expected product deliveries for the
foreseeable future).

The additional standards below can be applied to any facility large enough to require stacking of

multiple boxes.

No. Description Yes | No | N/A | Comments
14. | Products are stacked at least 10 cm (4 inches) off the floor.
15 Products are stacked at least 30 cm (1 foot) away from the walls and other
" | stacks.
16. | Products are stacked no more than 2.5 meters (8 feet) high.
17 Fire safety equipment is available and accessible (any item identified as being
" | used to promote fire safety should be considered).
18. | Products are stored separately from insecticides and chemicals.

Additional guidelines for specific questions:

Item 2: In noting proper product arrangement, the shelf life of the different products should be considered.

Item 3: Cartons should be checked to determine whether they are smashed due to mishandling. The conditions of the products inside
opened or damaged cartons should also be examined to see if they are wet, cracked open due to heat/radiation (e.g. because of
fluorescent lights in the case of condoms) or crushed.
Item 4: The discarding of damaged or expired products should be conducted according to the facility’s procedures (which may differ
from one facility to another). Please specify if procedures exist and note what they are.

Item 7: It is important to check the storage area for traces of rodents (droppings) or insects harmful to the products.

Item 8: This refers to either a warehouse secured with a lock or to a cabinet with a key in a clinic.
Item 17: Fire safety equipment does not have to meet international standards. Any item identified as being used to promote fire safety
(e.g. water bucket, sand) should be considered.
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No. Question (and instructions) Response (and skip instructions)
If the study team is not studying a cold chain logistics system, skip to question 41
Do you have a functioning refrigerator(s) to store 1. yes number__
36 vaccines and/or HIV test kits? 2. 1o (go to Q40)
) 3. Not applicable (go to Q40)
Write down the actual temperature by looking at
the internal thermometer inside the fridge (ideally
37 temperature should be between 0 and +8 degrees Temperature (Centigrade)
centigrade) (note if thermometer broken or
missing)
Are refrigerators located away from any 1. yes
38 - .
surrounding objects? 2. no
Is the temperature chart up-to-date? (in order to be 1 ves
39 up-to-date, there has to be an entry for the day of 2‘ ZIO
the visit) )
Do you have a supply of paraffin or LPG for cold 1. yes
40 : oL
chain and sterilization purposes? 2. no
- 1.
41 Are there any commodities you always run out of
before re-supply? List the three most frequent. 2.
3.
Are there any commodities you always have a L.
42 surplus of before re-supply? List the three most 2.
frequent.
3.
What could be done to ensure the regular supply of | I-
43 products? 2.
3.
44 Aside from “more staff” and “salary issues”, what 1
kind of support could be provided to help you do ’
your job more effectively? 2.
3.

Ask the person/people you interviewed if they have any questions for you.

Thank the person/people who talked with you. Reiterate how they have helped the program achieve it’s objectives and
assure them that the results will be used to develop improvements in logistics system performance

45. End time of interview:

46. Total time of interview:
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Questions #1-4

Questions #5-8

Question #9

Question #10

Questions #11-29

Question #30

Tables #31-34

Table 35

Questions #36-40

Questions #41-44

Questions #45-46

Appendix D

Logistics INDICATOR ASSESSMENT TooL (LIAT)!

INTERVIEWER’S GUIDE

Note the date, your name and the names of other interviewers, the time you begin the
interview and the location of the facility.

Circle the type of facility where the survey is conducted and write in the name of the
facility.

Record the total number of staff at the facility. For warehouses, include staff of the ware-
house only, even ifit is linked to an SDP such as a district hospital. For SDPs include all staff
in the facility, not only those working on logistics.

List the titles of all the members of the staff interviewed at the site, how long they held the
position and if they have received any training in logistics. Ask about the type of logistics
training received by the staff in each product category (e.g., if speaking to the person in
charge of immunization ask specifically if he/she has received formal training in cold chain
and vaccine logistics).

Be sure to read each question exactly as written. If the respondent does not understand the
question, you may explain it in your own words or translate to local dialect. If the answer
given is not clear or does not clearly fit any response category, use the comment section to
provide additional useful information.

List all the HIV/test kits by type and brand. Please note if not applicable.

Should be filled for each product, following the instructions preceding each table in the
questionnaire.

Should be filled for each storage area housing products being assessed, following the in-
structions preceding the table.

Answer these questions only if the study team is looking at a cold chain logistics system.

Be sure to answer each question exactly as written. If the respondent does not understand
the question, you may explain it in your own words or translate to local dialect. If the answer
given is not clear or does not clearly fit any response category, use the comments section to
provide additional useful information.

Record the ending time of the interview and calculate the total time of the interview using
the beginning time recorded at the beginning of the questionnaire.

'DELIVER/JSL, 2002.
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QUESTIONNAIRE
FOR SERVICE DELIVERY POINTS, DISTRICT/REGIONAL FACILITIES AND
CENTRAL WAREHOUSES

Introduce yourself and all members of the team, including titles/positions. Present the objectives
of this assessment and how this interview will help the team to achieve the objectives.

State your objectives here

Explain how the team will conduct the interview, invite relevant interviewees to join the group
and begin.

Beginning time of Interview End time of Interview
1. Date 2. Interviewer(s)
3. Region/Province 4. District

5. Type of facility: (Circle all that apply)

a) Urban/Rural

b) Public/Private

¢) Warehouse/Service Delivery Point (if warehouse go to question 6, if SDP go to question 7)

6. If warehouse:

a) Central

b) Regional/Provincial
¢) District/Zonal

7. 1fSDP:

a) Hospital

b) Clinic

c) Dispensary

d) Health post

e) Health worker

8. Name of the facility:

9. Total number of staff at facility:

D-471



10. Respondents interviewed at this site:
Title Length in current position **Received training in logistics
(specify product categories & dates)

a) 0000 years/months
b) years/months
c) years/months
d) years/months
e) years/months
f) years/months
g 0000 years/months

** Logistics includes the following functions: Ordering, Receiving supplies, Inventory management, and
supervision. If speaking to the person in charge of EPI, ask specifically “Have you received formal training
for cold chain and vaccine logistics?”

11. Do you use the following logistics forms to manage health products?

a) Stock cards/records

If no, go to

b) LMIS reports (including requisition and issue vouchers, consumption,
question 16

transactions)

Please circle answer(s) Comments
12. How is the information on these forms used? (Circle all that
apply)
a) Calculating consumption
b) Calculating needs
¢) Reporting use to the higher level
d) Requesting supplies from the higher level
e) Other, please explain in comments section
13. If LMIS reports are used, are they sent to the higher level?
a) Yes
b) No (go to question 15)
c) Don’t know (go to questionl6)
d) Not applicable (go to question16)
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Please circle answer(s)

Comments

14.

a)
b)
¢)
d)
e)
f)

How often are these forms sent to the higher level?
Monthly

Quarterly

Semi-annually

Annually

Other (please specify in the comments section)
Not Applicable

15.

a)
b)
¢)
d)
e)
f)

How often are you supposed to send these forms to
the higher level?

Monthly

Quarterly

Semi-annually

Annually

Other (please specify in the comments section)
Not Applicable

16.

How many facilities should send reports to this
facility? (if zero, go to Q18)

17.

Provide an approximate number of facilities that
send these reports according to schedule.

18.

a)
b)
¢)
d)

How many times have you placed an order or
submitted a procurement request in the last year?
None

0-3 times

3-6 times

more than 6 times a year (specify reasons in the
comments section)

19.

a)
b)
¢)
d)
e)
f)

How often are you supposed to place orders or
submit a procurement request?

Monthly

Quarterly

Semi-annually

Annually

Other (specify in the comments section)

Not Applicable

20.

a)
b)

¢)

Who determines this facility’s re-supply quantities?
The facility itself (pull)

The facility at the higher level (push/topping up)
Other (explain in the comments section)
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Please circle answer(s)

Comments

a)
b)

c)

21.

How are the facility’s re-supply quantities
determined?

Formula (describe in comment space)
Higher level facility determines

Other means (describe in comments section)

22.

Which data elements are used to calculate the
facility’s re-supply quantities? (Circle all that apply)
Beginning of reporting period stock level

End of reporting period stock level

Quantity received

Quantity dispensed

Losses and adjustments

Other (specify in the comments section)

a)
b)
¢)
d)

23.

How did you learn how to complete the forms used
at this facility?

During a logistics training

On the job training

On the job

Other (specify in the comments section)

a)
b)

¢)

24.

Who is responsible for transporting commodities to
your facility?

This facility collects

The higher level facility delivers

Other (explain in the comments section)

a)
b)
¢)
d)
e)

25.

What mode of transportation is most often used?
Public transportation

Facility-managed vehicle

Private, hired vehicle

On foot

Other (specify in comments section)

a)
b)
©)
d)
e)
f)

26.

When did you conduct your last supervisory visit?
Within the last month

Within the last 3 months

Within the last 6 months

Other (explain in comments section)

Never

Not Applicable
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Please circle answer(s) Comments
27. When did you receive your last supervisory visit?
a) Within the last month
b) Within the last 3 months
¢) Within the last 6 months
d) Other (explain in comments section)
e) Never (go to question 30)
f) Not Applicable (go to question 30)
28. Who conducted the supervisory visit that you

received? (specify position of the person)
29. What was done during the supervisory visit you

received? (Circle all that apply)
a) Supplies checked
b) Stock cards checked
c) Expired stock removed
d) LMIS reports checked
e) OJT/coaching
f) Other (explain in the comments section)
30. Please list all the HIV test kits that are managed by this facility:

Type Brand
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31. STOCK STATUS TABLE
Note the established minimum months of stock and maximum months of stock for fully supplied products in this facility and the time between orders.

Complete the following table for authorized products only using the following guidelines:

e SR A Sl e

12.

Enter all of the authorized products that will be studied.

Enter the units of count for each product (e.g. cycles, vials, tablets, pieces, etc).

Identify which products are managed by this facility by answering yes or no for each product.

Enter the total consumption or issues for the last 6 months. If less than 6 months of data available, enter data from as many months as possible.

Record the number of months the total consumption was based on (should be 6 in most cases)

Calculate the average monthly consumption in units of count for each product (column 4/column 5).

Record usable stock on hand based on a physical inventory of each product.

Record usable stock on hand based on stock ledgers or stock cards for each product. If there are no stock cards write “no stock cards”.

Calculate months of stock on hand for each product. To calculate this, divide column 7 by column 6 (usable stock on hand from physical inventory/average monthly consumption).

If the number in column is less than the minimum number of months of stock recorded above the table, indicate whether or not an order has been placed with a yes or no. If the stock on hand is above
the minimum, write “NA”.

Enter the total amount of expired quantities of products that are on the shelf or anywhere inside the storeroom for each product.

Indicate the stock status as () if the months of stock on hand falls below the minimum and no order has been placed, (+) if months of stock on hand fall above the maximum and (=) if the months of
stock falls between the minimum and the maximum.

Minimum: months Maximum: months Order interval: months
Usable stock on If
hand Column
Product Total 9 Is less
. . Average From than Stock
Units managed consumption | Number Months of s .
f . Monthly stock min, Expired Status
Product of by this or issues last of A From Stock on hand _
o Consumption . ledger has products (+,~=) or
Count | facility? 6 months physical (col 7/col 6)
(col 4/col 5) . or order comments
Y/N months inventory
stock been
cards placed
Y/N
1 2 3 4 5 6 7 8 9 10 11 12
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32. STOCKOUT ASSESSMENT TABLE

Review the stock cards for the last 6 months to identify if any products stocked out. Alternatively, ask knowledgeable staff to identify if any products have stocked

out over the past 6 months.

For all products that are both checked as available products and had a stockout in the last 6 months complete the following table:

“Note: It may be necessary to use more than one line per product in the table as, for example, there may have been 3 different stockouts of Depo-Provera in the

last six months.

SunRAEwbhe=

the duration up to that day.

Enter any products managed by this facility from the Stock Status Table that had a stock out in the last 6 months.
Record if there is a stock card available that has been updated within the last 6 months by answering yes or no.
Enter whether there was a stock out at the time of the visit for each product.
Enter the date (or estimated date) the stock out began.

Enter the date the stock out ended. If the stockout is on-going on the day of the visit, enter “on-going.”

Calculate the duration of the stock out (add the number of days between column 4 and column 5). If the product is stocked out on the day of the visit, calculate

7. Check column 7 if the date of the stockout has been taken from the stock cards or other logistics records.

8. Check column 8 if an informant has estimated the date of the stockout.

9. Enter the reason for the stockout. Please use the following codes:

Reason for stockout:

1=Could not go to pick up the products

2=Higher level facility did not send enough products
3=Higher level facility did not send products in time
4=Increase in consumption

5=Did not request the right amount

6=Did not request products at the right time
7=0ther reasons and state the reason

Duration of

Stock card Stock stock out Source of information
Authorized available and til:)lz 0(;‘u\fi:itt Stockout Stockout (days Reason for stockout
Products updated Y/N) start date end date between st((::l:)tcl:l;:is Informants (see list above)
(Y/N) col. 5- knowledge
col. 4) records
1 2 3 4 5 6 7 8 9

D-477




33. STOCK DATA QUALITY TABLE:

If no stock cards are available, these tables can not be completed and you should skip to question 34.

A. Usable stock on hand on the day of the visit

—

for the country as a whole, from the input of study team members prior to the fieldwork.

SRR Sl N

(col. 5).

For column 2 below, copy from stock status table (table 31-column 7).
For column 3 below, copy from stock status table (table 31-column 8).
Note the quantity of products received that are not accounted for on the stock cards.
Note the quantity of products issued that are not accounted for on the stock cards.

Adjust the stock record (col. 3) by adding the unaccounted receipts (col. 4) and by subtracting the unaccounted issues

Select a list of 10 products as a sample for calculating these indicators. This list can be determined before the visit and

7. Calculate the percentage of discrepancy by subtracting the physical inventory count (column 2) from the adjusted stock
record (column 6), divided by column 2, and multiplying by 100.
Note the reasons for discrepancy.

Usable Stock on Hand (Day of Visit)

From
Method/Brand/ From Stock Count of Count of Adjusted stock % Discrepancy
Product Physical Ledger unposted unposted record (col.6-col.2/col.2) Reasons for Discrepancy
Inventory | or Stock receipts issues (col3+col4-col 5) *100
Cards
1 2 3 4 5 6 7 8
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B) Usable stock on hand at time of most recent LMIS report

1. List the same products as in table 33A in column 1.
Get the most recent LMIS report showing the selected products and write in column 2 the stock on hand from the LMIS
report.

3. Write in column 3 the quantity of usable stock on hand from the stock records from the time of the LMIS report chosen.

4. Calculate the discrepancy by subtracting quantities of stock on hand from the LMIS report from quantities of stock on
hand from stock records (from time of LMIS report)/ quantities of stock on hand from stock records times 100.

Note the reasons for discrepancy.

Usable Stock on Hand (at time of most recent LMIS report)

Method/Brand/ Accordine to Most From Stock Ledger or Stock % Discrepancy
Product & Cards from time of LMIS ((col.3-col.2)/col.2) Reasons for Discrepancy
Recent LMIS Report
Report *100
1 2 3 4 5
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34. FORECAST ACCURACY AND ORDER FILL RATE TABLE

1.

rODN

©ooNoOO

Enter all of the authorized products that are included in this assessment and that are managed by this facility. This should include all
products listed in table 31 and marked “yes” in column 3 of table 31.

Enter the amount forecasted for the last order period.

Enter the quantity consumed during last order period.

Calculate the forecast accuracy by subtracting the quantity forecasted for the last order period from the quantity consumed during the last
order period, divided by the quantity forecasted, multiplied times 100.

Enter the quantity ordered for the last order period.

Enter the date order was placed.

Enter the quantity received in last order.

Enter the date order was received.

Calculate order fill rate by subtracting the quantity received for the last order period from quantity ordered for the last order period,
divided by the quantity ordered for last order period, multiplied times 100.

10. Calculate the order lead time as the number of days between the date the order was placed and when it was received.
Write comments on the number of orders that arrived on schedule for the last 4 orders.

Percent Comments:
diff. betw. )
Quantity Quantity Forecast quant Order How many of
Quantity Quantity : lead time your last 4
forecasted consumed accuracy Date . . Date ordered &
Method/Brand/ . ordered for received in (days orders/procure
for last during last (col 2- order order quant.
Product last order last order/ . . between ments were
order order col3)/col3 . placed received received .
. . o period procurement col. 6 and received
period period 100 ((col.7- .
col.8) according to
by schedule?
col.5) *100 )
1 2 3 4 5 6 7 8 9 10 11
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35. STORAGE/WAREHOUSE CONDITIONS TABLE

Items 1-13 should be assessed for all facilities. A table should be filled out for each storage area housing products being assessed. Please specify the types of products
being assessed in the storage area by circling the category (ies) of products below.

Place a check mark in the appropriate column based on visual inspection of the storage facility, noting any relevant observations in the Comments column. To qualify as
“yes,” all products and cartons must meet the criteria for each item.

Essential Drugs Contraceptives Vaccines HIV test kits STI drugs TB/Leprosy
No Description Yes No | N/A Comments
1. Products that are ready for distribution are arranged so that identification
labels and expiry dates and/or manufacturing dates are visible.
2 Products are stored and organized in a manner accessible for First-Expiry /
First-Out (FEFO) counting and general management.
Cartons and products are in good condition, not crushed due to mishandling. If
3. opened cartons, products are not wet or cracked due to heat/radiation
(fluorescent lights in the case of condoms)
4 The facility makes it a practice to separate damaged and/or expired products
' from good products and remove them from inventory.
5 Products are protected from direct sunlight at all times of the day and during
) all seasons.
6 Cartons and products are protected from water and humidity during all
seasons.
7 Storage area is visually free from harmful insects and rodents. (Check the
' storage area for traces of rodents (droppings) or insects).
3 Storage area is secured with a lock and key, but accessible during normal
) working hours, with access limited to authorized personnel.
9 Products are stored at the appropriate temperature during all seasons according
) to product temperature specifications.
10 All hazardous waste (e.g., needles, toxic materials) is properly disposed of and
" | non-accessible to non-medical personnel.
1 Roof is maintained in good condition to avoid sunlight and water penetration
" | at all times.
12 Storeroom is maintained in good condition (e.g. clean, all trash removed,
" | shelves are sturdy, boxes are organized).
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13.

The current space and organization is sufficient for existing products and
reasonable expansion (i.e., receipt of expected product deliveries for the
foreseeable future).

The additional standards below can be applied to any facility large enough to require stacking of

multiple boxes.

No. Description Yes | No | N/A | Comments
14. | Products are stacked at least 10 cm (4 inches) off the floor.
15 Products are stacked at least 30 cm (1 foot) away from the walls and other
" | stacks.
16. | Products are stacked no more than 2.5 meters (8 feet) high.
17 Fire safety equipment is available and accessible (any item identified as being
" | used to promote fire safety should be considered).
18. | Products are stored separately from insecticides and chemicals.

Additional guidelines for specific questions:

Item 2: In noting proper product arrangement, the shelf life of the different products should be considered.

Item 3: Cartons should be checked to determine whether they are smashed due to mishandling. The conditions of the products inside
opened or damaged cartons should also be examined to see if they are wet, cracked open due to heat/radiation (e.g. because of
fluorescent lights in the case of condoms) or crushed.
Item 4: The discarding of damaged or expired products should be conducted according to the facility’s procedures (which may differ
from one facility to another). Please specify if procedures exist and note what they are.

Item 7: It is important to check the storage area for traces of rodents (droppings) or insects harmful to the products.

Item 8: This refers to either a warehouse secured with a lock or to a cabinet with a key in a clinic.
Item 17: Fire safety equipment does not have to meet international standards. Any item identified as being used to promote fire safety
(e.g. water bucket, sand) should be considered.
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No. Question (and instructions) Response (and skip instructions)
If the study team is not studying a cold chain logistics system, skip to question 41
Do you have a functioning refrigerator(s) to store 1. yes number__
36 vaccines and/or HIV test kits? 2. 1o (go to Q40)
) 3. Not applicable (go to Q40)
Write down the actual temperature by looking at
the internal thermometer inside the fridge (ideally
37 temperature should be between 0 and +8 degrees Temperature (Centigrade)
centigrade) (note if thermometer broken or
missing)
Are refrigerators located away from any 1. yes
38 - .
surrounding objects? 2. no
Is the temperature chart up-to-date? (in order to be 1 ves
39 up-to-date, there has to be an entry for the day of 2‘ ZIO
the visit) )
Do you have a supply of paraffin or LPG for cold 1. yes
40 : oL
chain and sterilization purposes? 2. no
- 1.
41 Are there any commodities you always run out of
before re-supply? List the three most frequent. 2.
3.
Are there any commodities you always have a L.
42 surplus of before re-supply? List the three most 2.
frequent.
3.
What could be done to ensure the regular supply of | I-
43 products? 2.
3.
44 Aside from “more staff” and “salary issues”, what 1
kind of support could be provided to help you do ’
your job more effectively? 2.
3.

Ask the person/people you interviewed if they have any questions for you.

Thank the person/people who talked with you. Reiterate how they have helped the program achieve it’s objectives and
assure them that the results will be used to develop improvements in logistics system performance

45. End time of interview:

46. Total time of interview:
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Appendix E

Logistics SYSTEM ASSESSMENT TooL (LSAT)!

SECTION I-ORGANIZATION
Attach a copy of the organizational chart describing the logistics personnel for the supply chain being
assessed.

Organizational Context
Yes | No | NA Comments

1.1 Is there a logistics management unit at the
national level?

If no, please note in the comments section(questions 1.2 a-i) which departments or positions are

responsible for each logistics task

1.2 Is the logistics management unit fully responsible for the following activities:

a) Logistics Management Information
System?

b) Forecasting quantities needed?

c) Procurement?

d) Inventory management, storage and
distribution?

e) Product selection?

f) Determining the organizational structure
and processes?

g) Staffing of logistics positions?

h) Budgeting for the logistics system?

1) Supervision and logistic staff
development?

1.3 Are there documented guidelines for:

a) Logistics information management
systems?

b) Forecasting quantities needed?

c) Procurement?

d) Inventory management, storage and
distribution?

e) Product selection?

) Staffing of logistics positions?

2) Budgeting for the logistics system?

h) Supervision and staff development?

'DELIVER/JSI, 2002.
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1.4 Is there a dedicated logistics officer-in-
charge?

If no, skip to question # 1.6

1.5 Does the logistics officer(s)-in-charge
have the same level of authority as other
functional unit heads for decision-making?

1.6 What are the mechanisms used to coordinate key logistics tasks among those responsible for

logistics?

"I None — skip to question #1.8 ! Formal meetings

1 Joint work plans "1 Written communications
1 Department meetings 1 Other

1.7 Are these coordination mechanisms effective?

1.8 How many of the positions with key logistics tasks are currently filled? If not filled, why?

1.9 Describe the relationships among key stakeholders, including donors, other cooperating
agencies, government units, other relevant entities and other supply chains.

Yes |No |NA | Comments

1.10  Is there a logistics system strategy or
improvement plan that guides the activities
of the system?

If no, skip to question #1.12

1.11  Ifyes, describe the strategy/plan.

1.12 What issues outside the supply chain impact the functioning of the supply chain?
(Note: Include major political, cultural, or economic factors such as political events, labor disputes,
etc.)

SECTION II-LOGISTICS MANAGEMENT INFORMATION SYSTEM (LMIS)

Basic elements of an LMIS

Yes |No |NA | Comments

2.1  Is there a logistics management information
system?

If yes, go to question 2.3

2.2 Ifno, is logistics information collected through another information system (e.g. HMIS)?
Describe briefly.

| Yes ’ No ‘ NA ‘ Comments

2.3 Does the information system include:

a) Stock keeping records (e.g., inventory
control cards, bin cards, stock registers) at
all levels?

b) Requisition and issue records (e.g., bills of
lading, shipping records, requisition/issue
vouchers) at all levels?
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c) Dispensed-to-user records at service
delivery points?
d) Summaries of consumption data at levels
above service delivery points (e.g., districts,
regions, central, etc)?
2.4 Do information system reports at all levels of the system show:
a) The inventory balance (stock on hand)?
b) Quantity dispensed or issued during a
specified reporting period?
c) Losses and adjustments?
If no, skip to question #2.6
2.5
a) What indicators does the information system track? (e.g. stockout rate, percentage of reporting,
rational prescribing practices, etc)
b) Who tracks these indicators?
2.6 How often are logistics reports supposed to be sent to the next highest level of the system?
[JMonthly  []Quarterly [] Semi-annually ] Annually
[J Other
2.7 Do facilities follow this reporting schedule? Map the report flow.
2.8  How do managers monitor reporting rates and follow up to obtain missing logistics reports?
2.9
a) Are information system records reconciled against physical inventories at each level?
b) How is this done?
c) How often?
[J Monthly, [J Quarterly, [ Semi-annually, [] Annually
[IOther
2.10  What is the approximate percentage of information system reports received in time to be used
for logistics decisions at each level of the system?
Central ~~  Regional District
| Yes | No | NA | Comments
2.11 Is the information system automated at:
a) the central level
b) the regional level
c) the district level
d) the service delivery point

If no to questions # 2.11 a - d, skip to 2.13

2.12  Briefly describe the functions and processes that are automated.
2.13  How is logistics data recorded, managed and analyzed at each level?
2.14  Is external assistance provided to manage the information system?
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Use of LMIS Information

Yes |No |NA | Comments

2.15  Is the information system used for
monitoring and evaluating the program’s
performance?
2.16  What decisions are based on information system reports?
[0 Forecasting [J Procurement [J Transport/Delivery
[J Scheduling supervisory visits [J Other
Yes [No |NA | Comments
2.17  Are logistics data used at each level of the system as appropriate for:
a) Continuous monitoring of stock
balances?
b) Calculating quantities for re-supply?
2.18
a) What feedback mechanisms are in place to channel logistics information back to lower levels?
b) How is information fed back?
[ONone [JTelephone call [0Reports [ Meetings [0 Supervisory visit
[0 Other
2.19
a) Are issues data or dispensed-to-user data cross-checked against other data sources?
[J Service statistics [J Demographic statistics
[ Survey data [J Field audit data
[0 Other
b) How often are they checked?
00 Quarterly [J Semi-annually [0 Annually
[1 Other
c) Who is responsible for this cross-checking?
2.20
a) Is logistics information provided to appropriate decision-makers for logistics planning (e.g.,
Ministry of Health, Ministry of Finance, UNFPA, USAID, World Bank, NGOs)?
[JYes [JNo
b) What information is provided?
c) By whom?
d) How often? [J Monthly [ Quarterly [J Semi-annually [ Annually
[0 Other
e) How is the information used?
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SECTION 1II- PRODUCT SELECTION

National Drug Policy
Yes | No | NA | Comments
3.1 Is there a National Drug Policy
document?

If no, skip to question #3.4.

3.2

a) When was it published? Attach a copy. Date

b) Who develops it? And how often is it updated?

Who receives it?

C) How is it used?

Yes | No | NA | Comments

33 Does the National Drug Policy
contain written guidelines for
donation of products?

3.4 Is duty tax imposed on imported
drugs or products?

3.5 Are donated commodities exempt
from duty tax?

3.6 How are new drugs or products registered?

3.7 Does the program have a written policy for maintaining continuity of brands and avoiding
unnecessary duplication of interchangeable products (e.g. hormonal formulations of
contraceptives and socially marketed products)?

3.8 Is there an essential services package? If yes, what services are included?

National Essential Drug List

Yes | No | NA | Comments

3.10

Is there a national essential drugs list?

If no, skip to section IV.

3.11  What categories of products does the list include?
[J Family Planning [JSTI [J HIV/AIDS
[ Essential Drugs [I'TB [ Malaria
[J Vaccines [J Vitamin Supplements
[ Other

3.12  Listall contraceptives that are available in the country and specify which ones are on the
essential drug list.

3.13  How many products, including contraceptives, does the list contain? (Provide a copy of the
list)

3.14  What are the criteria for inclusion of a product to the list?
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3.15
a)

b)

Is the national essential drugs list officially distributed to all levels of the system?
[0Central  [1Regional [ District [0 Service delivery point
Is it used for product selection and ordering commodities? If yes, explain how it is used.

SECTION IV-FORECASTING

National Level Forecast Preparation

Yes | No | NA | Comments

4.1 Are forecasts developed using:
a) Logistics based data?
b) Demographic data or disease
prevalence/morbidity?
c) Service statistics?
4.2 If forecasts are prepared and updated using the most recent logistics data, do they include:
a) Stock on hand?
b) Dispensed-to-user data?
c) Losses and adjustments?

4.3 Are forecasts validated by comparing
previous estimated consumption with
actual consumption?

4.4 What other factors are considered in the preparation of forecasts? (e.g., consolidating
decentralized forecasts or quantifications, seasonal and regional variations, standard treatment
guidelines, national essential drug list, etc.)

4.5 Do forecasts take into account programmatic plans (e.g., expansion of service outlets, training,
IEC or behavior change campaigns, other organizations, etc.)?

4.6 Describe the forecasting process?

a) Who initiates it?
b) When it takes place?
c) How long does the process take?
4.7
a) Is technical assistance provided to develop correct forecasts? U Yes [J No
b) If yes, by whom?
4.8 What is the role of regional or lower levels in the forecasting process?
Yes |No |NA | Comments
4.9  Are forecasts updated at least annually?
4.10  Are forecasts prepared on a schedule coinciding with local budgeting and procurement cycles:
a) Short-term (e.g., annual)?
b) Long-term (e.g., three or more years)?
4.11  Are forecasts costed out and incorporated into budget planning by the MOH and/or donors?

Explain.
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4.12

a)
b)

Are there funding shortfalls? [ Yes [JNo
If so, how are they resolved?

SECTION V-OBTAINING SUPPLIES/PROCUREMENT

Procurement planning
5.1 Who is responsible for procurement planning/ordering and scheduling shipments (e.g.,
logistics unit, procurement unit) at appropriate levels?
5.2 Describe the coordination between persons or unit(s) responsible for logistics activities and the
procurement staff.
Yes | No [NA Comments
5.3 Are short-term procurement
plans based on forecasted
needs?
5.4 Do these procurement plans take into account the following logistics systems elements:
a) Current inventory levels
(stock on hand)?
b) Losses and adjustments?
c) Required order lead times of
suppliers/donors?
d) Established stock levels, if
relevant?
e) Shipment and handling
schedules?
) The need for a safety stock?
5.5 Are procurements limited to:
a) Pre-qualified suppliers?
b) Products on the national
essential drugs list?
5.6
a) In general, are the correct amounts of all products procured and obtained in an appropriate
time frame at all the following levels?
[0Central [JRegional [1District [1Service delivery point
b) Specify any products which do not arrive in a timely manner, in appropriate amounts and why.
5.7
a) What are the procedures and time frames for ordering products from suppliers and donors?
b) How do these take account of trade, regulatory, and currency restrictions?
5.8 What is done to monitor/manage the coordination of procurement plans among
suppliers/donors?
5.9
a) Is pipeline status regularly monitored so that procurement decisions can be made and actions
can be initiated in time to avoid stockouts?
b) Who does this and how?
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Yes [No |NA | Comments

5.10  Does the procurement unit or persons responsible for procurement:

a) Write and issue tenders?

b) Evaluate bids?

C) Monitor supplier
performance?

5.11 Does the program have written procedures for ensuring that products received meet defined
standards of quality?

5.12

a) What are the procedures for quality assurance, who is responsible and how often are they
done?

b) Is there a procedure for recording and reporting complaints regarding product quality to
suppliers?

5.13  What other actions are carried out to ensure product quality?

SECTION VI-INVENTORY CONTROL PROCEDURES

Stock Management

6.1

Specify what type of inventory control system is used (e.g., push, pull, etc.) and describe the
system.

Yes | No | NA | Comments

6.2 Are there guidelines and established policies for maximum and minimum stock levels at
which full supply products should be maintained (please note current max and min levels in
comments section):

a) At the central level of the supply
chain?

b) At the regional level of the supply
chain?

C) At the district level of the supply
chain?

d) At the service delivery point level of
the supply chain?

6.3

a) Are the inventory control guidelines for fully supplied products respected at all levels so that
stock levels generally fall between maximum and minimum?

b) If not, why not?

6.4

a) Are stock levels (min, max) for full supply products reviewed periodically?

b) Do they take into account changes in transport and information availability?

6.5 How are products that cannot be maintained in full supply allocated? Specify by level.

Central to regional?  Regional to district?  District to SDP?
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Yes | No | NA | Comments

6.6  Are there written provisions for the
redistribution of over-stocked supplies?

6.7 How are stock imbalances handled by supervisors/managers at:
Central? Regional? District? ~ SDP?

Yes | No | NA | Comments

6.8 Does the program have a policy of
storing and issuing stock according to
first expiry/first out inventory control
procedures at all levels?

If no, skip to question #6.11

6.9 In practice does the program manage and issue stock according to first expiry/first out
inventory control procedures at all levels? Please describe.

6.10  Are damaged/expired products physically separated from inventory and removed from stock
records at all levels? Note the approximate quantities of products expired within the last 2
years.

| Yes | No | NA | Comments

6.11  Does the program have a system for
tracking product losses a
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Yes

No

NA

Comments

6.17

Are there established procedures for
placing emergency orders?

6.18

How often are emergency orders filled at:
Central? Regional? District? SDP?

SECTION VII-WAREHOUSING AND STORAGE

Adequacy of Storage Capacity and Conditions

Yes

No

NA

Comments

7.1

Does the program have written
guidelines for storage and handling of
all products at all levels of the system?
(E.g., manuals, posters, etc.)

7.2

Are there written guidelines for disposal
of sharps, bio-hazardous material, and
other medical waste?

7.3

Is there a policy that requires at least
one physical inventory of all products
per year at each storage facility?

7.4

Are cold chain storage resources (e.g.
fridge, paraffin/kerosene, temperature
chart) available at all levels of the
system, where appropriate?

7.5

If applicable, how is the cold chain monitored to ensure that products are consistently
maintained at appropriate temperatures?( check all that apply)
[J Written guidelines (] Supervision ] Temperature log sheets [ Other

7.6

Is the existing storage capacity adequate to handle the current quantities of products at:
Central? Regional? District? SDP?

7.7

Can the existing storage capacity handle all the quantities needed to ensure no stockouts at:

The central level? The regional level?

The district level? The SDP level?

If yes to all, skip to question # 7.9

7.8 If not, how does the program cope with inadequate storage space at:
The central level?  The regional level? The district level? The SDP level?
Yes | No | NA | Comments
7.9 Does the program have plans for
meeting storage requirements for at
least the next 5 years?
7.10  Describe the program’s plans for accommodating growth (e.g., infrastructure, distribution,
etc.)?
7.11  Specify storage conditions in need of improvement, if any (e.g., cleanliness, organization,

temperature, building structure, etc.).
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Assuring Product Quality at the Storage Facilities

Yes | No | NA | Comments

7.12 Is there a procedure for recording
complaints regarding product quality at
all levels?

If no, skip to question # 7.14

7.13  If so, how are they addressed?

7.14  Are visual quality assurance inspections of products conducted at the storage facility at the
following levels

Levels Yes | No | How often? Comments

Central?

Regional?

District?
SDP?

Yes | No | NA | Comments

7.15  Are there written procedures or
guidelines for destroying damaged and
expired products?

If no, skip to question # 7.17

7.16  Describe the procedures/guidelines

7.17

a) In practice, are damaged and expired products destroyed according to the program’s disposal
guidelines?

b) If so, how often?

SECTION VII-TRANSPORT AND DISTRIBUTION

Distribution System
‘ Yes ‘ No | NA ‘ Comments
8.1 In the program’s budget is there a line item for: (identify the program, e.g. MOH, FP program,
Logistics Division, etc)
a) Vehicles?
b) Fuel?
c) Spare vehicle parts?
d) Vehicle maintenance and repair?
e) Per diems?
f) Salaries for drivers?
8.2
a) Are any of the above items supported by external funds?
[J Yes [JNo
b) How much? By whom?
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8.3

If transport is externally funded, are there plans to phase-out/end this support?

Yes |No |[NA | Comments

8.4 Do written procedures specify what type
of distribution system is to be used to
distribute products between each level?
8.5 How are products delivered between each level of the system (include means of transportation)?
Specify between which levels.
Yes |No |NA | Comments
8.6 Is there a documented distribution
schedule for all levels?
8.7 Which essential health products are distributed together (e.g., contraceptives, essential drugs,
TB drugs, STI and HIV test kits and drugs, laboratory supplies, etc.)? Specify by level.
8.8
a) Are there a sufficient number of functioning vehicles, with available petrol/drivers at
appropriate levels to meet the desired distribution schedule?
b) Are they regularly available for transport and other activities such as supervision?
8.9 Are vehicles used effectively for routine deliveries and emergency deliveries at all levels?
Explain (e.g., maximum use of vehicle capacity, coordination of distribution routes, etc.)
8.10
a) Are vehicles in running order?
b) How is vehicle maintenance handled at the different appropriate levels?
8.11 Where are the vehicles (at what levels of the system)?
8.12  In general, are orders delivered as scheduled at the following levels:
Central? Regional? District? SDP?
8.13  Is transportation outsourced at any level of the system? If yes, how effective has it been?

SECTION IX-ORGANIZATIONAL SUPPORT FOR LOGISTICS SYSTEM

Organizational Processes for Logistics

Yes No | NA | Comments

9.1 Do personnel between these different levels communicate at least quarterly?
a) Central level logistics staff and next level (e.g.
region, province) staff
b) Regional level of logistics staff with district
level staff in their area
c) District level logistics staff with the SDP level

If no to question # 9.1 a-c, skip to question #9.3
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9.2

If yes to any of questions #9.1 a-c, describe the means of communication and what is usually

covered.

If no, skip to question # 9.6

(e.g., manuals, job aids, standards) to help staff
carry out their logistics responsibilities?

9.3 Describe these methods (e.g., regular meetings, phone calls, letters, radio, etc.). Which are
most effective and why.
9.4 Which of these communication methods used in question # 9.3 are most effective and why?
9.5 In the last year, have logistics functions been affected by waiting for decisions, approvals,
information and/or guidance? If so, how?
Yes | No | NA | Comments
9.6 Is there an established mechanism for improving logistics practices or procedures (based on
what is learned from supervisory visits, feedback, assessments, etc.) at the:
a) Central level?
b) Regional level?
9] District level?
d) SDP level?
Yes | No | NA | Comments
9.7 Are there written procedures and guidelines

If no, skip to question # 9.11

management and supervision activities?

9.8 List all procedures/guidelines that cover logistics responsibilities.

‘ Yes ‘ No ‘ NA ‘ Comments

9.9 Are the procedures and guidelines distributed to staff at the:

a) Central level?

b) Regional level?

c) District level?

d) SDP level?

9.10 Do staff who manage commodities have a written job description that includes logistics
responsibilities at the:

a) Central level?

b) Regional level?

c) District level?

d) SDP level?

9.11 Do logistics staff have the tools and resources they need to do their jobs at all levels (e.g., job
aids, forms, carbon paper, calculators, shelving, vehicles, funds for transport, etc.)? If not,
which tools or resources are missing?

Central? Regional? District? SDP?
Yes | No | NA | Comments
9.12  Ts external assistance used to carry out

If no, skip to question # 9.14

9.13

If yes, describe the extent of the external assistance.
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Supervision (Individual Performance Management)

9.14  Describe supervisory relationships by job position/title and by level. Indicate if any position
receives supervision from more than one person or unit. Provide a chart if possible.
Yes | No [ NA | Comments
9.15  Are supervisory responsibilities described in written
job descriptions?
9.16  Are there guidelines for how the supervisor conducts
the supervisory visit (e.g., introductions, positive style
of interaction, follow-up)?
9.17  Are there tools describing what to cover when

conducting a supervisory visit (e.g., a checklist)?

If no to both 9.16 and 9.17, skip to question # 9.19

9.18  Ifyes, are these guidelines and tools used by supervisors?
‘ Yes ‘ No ‘ NA ‘ Comments
9.19  Are supervisory visits conducted for staff at:
a) Regional
b) District
c) SDP

If no, skip to question # 9.23

9.20  Ifyes, what types of activities take place during the visits:

a) Review procedures for forecasting needs?

b) Review procedures for ordering products?

c) Observation of product storage?

d) Conducting physical inventory?

e) Review of logistics records and reports?

f) Discussion of budgeting for logistics activities?

2) Review of changes made since last supervisory visit?

h) On the job training to improve job performance?

i) Discussion of what is working and what is not?

) Discussion of what help is needed? (staff, equipment,
forms etc)

9.21 s there a documented schedule for supervision?

If no, skip to question # 9.23

9.22

If yes, are supervisory visits conducted according to the established schedule? How often do
they take place? Are there any constraints to conducting supervisory visits?
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Yes

NA | Comments

9.23  Are logistics staff periodically evaluated against job
expectations (e.g. from their job description)?
9.24  If a staff member’s performance in logistics is not to standard, is the person provided with:
a) In-service training?
b) On-the-job training?
C) Written instructions on how to improve?
d) A coach or mentor?
Staff Development in Logistics
Yes |No |NA | Comments
9.25  Does the program conduct periodic staff development
activities (e.g., classroom training, coaching, on-the-
job training, etc.)?
Yes | No |NA | Comments
9.26  Has training been given to current staff at all appropriate levels in the following areas:

Completion and submission of LMIS reports?

a) Proper storage of health products?
b) Maintaining proper stock levels?
9) Determining order quantities?

d) Determining issue quantities?

e) Estimating annual needs?

f) Reviewing reports and records?
g) Providing feedback and inputs?

SECTION X- PRODUCT USE

Standard Treatment Guidelines and Universal Safety Precautions

Yes

No

NA | Comments

10.1

Do written standard treatment guidelines exist for
conditions treated with commodities in the supply chain
assessed?

If no, skip to question # 10.4

supervising prescribing practices (e.g., monitoring
number of products/drugs prescribed/dispensed per
prescription)?

10.2  Specify the commodities in this supply chain that are required to comply with the standard
treatment guidelines. Attach the list.
Yes | No | NA | Comments
10.3  Are they distributed to all the service delivery points?
10.4  Are there written procedures for monitoring and
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If no, skip to question # 10.6

10.5  Are they distributed to service providers at all levels?

10.6 Do written universal safety precaution guidelines exist
(e.g., disposing used needles, washing hands before and
after contact with patient)?

If no, skip to question # 10.8

10.7  Are they distributed to service providers at all levels
delivery points?

10.8  What mechanisms and resources are in place to ensure the implementation of the standard

treatment guidelines and universal safety precautions?
a) To what extent are they followed?

b) If not followed, what are the barriers to putting them into practice?

Yes | No | NA | Comments

10.9  Are commodities provided only to facilities that

have staff trained, and equipped to use them (e.g.,

TB drugs only to DOT-trained facilities, [UDs only

to sites with trained providers)?
10.10
a) Are drug use studies conducted?
b) If so how often?
c) By whom?
SECTION XI- FINANCE
Program Financing

Yes | No | NA | Comments

11.1  Does the program’s budget include line items for (specify the program):
Products?
a) Warehousing/storage?
b) Logistics management information system?
c) Transportation?
d) Logistics staff development?
e) Salaries for logistics staff?
11.2  What is the program’s annual budget:

¢ Fordrugs? Reported year

¢  For contraceptives? Reported year

¢ For logistics? Reported year

11.3  Who finances the program’s annual budget? What percentage of the cost of products procured

is locally financed?

11.4  What is the process of developing the program’s budget?
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11.5  What was the program’s total annual expenditure for:

(Please also calculate the per capita expenditure)
» Drugs? Reported year Per capita expenditure
» Contraceptives? Reported year Per capita expenditure

11.6  Considering last available year’s expenditure (capital and operating costs) is the budget
sufficient? If not, why?

11.7  Estimate the percentage of products bought from domestic vs. international suppliers.

Yes | No | NA | Comments

11.8  Are clients charged for:

a) Services?

b) Commodities?

11.9  Are revenues generated from the cost recovery system used for:

a) Commodity costs?
b) Logistics costs?
C) Other costs?

11.10 What approximate percentage of costs is recovered? If possible separate by commodity vs.
logistics.

11.11  Where is the money physically kept and managed? What is it used for?

Donor Coordination

Yes | No | NA | Comments

11.12  Is there a process of coordination with donors for
commodity supply?

If no, skip to question #11.16

11.13  Does this process occur at specified intervals?

11.14 Describe the process and specify intervals.

Yes | No NA | Comments

11.15 Does the program initiate the coordination with
donors?

11.16 Is there a mechanism or a unit that currently coordinates procurement and product shipment
with donors?

Yes | No NA | Comments

11.17  Are any products procured through a basket
funding mechanism?

If no, skip to #11.20

11.18  Specify which products are procured through basket funding.

11.19  Describe the process (e.g., timing, donors, etc).

11.20  What are the program’s future plans for local financing? Are there any plans by donors to
phase out or reduce donations in the next 5 years?
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Appendix F

DatA COLLECTION INSTRUMENT FOR EVALUATING

ProcEess AND IMPACT OF OPERATIONS RESEARCH!

Project Number and Title:
Agreement Number:

Dates of Project:
Implementing Organization:
Collaborating Organization(s):

Project Summary:

Persons Interviewed:

P-1: Did the implementing/collaborating organization(s) actively 1 2 3
participate in the design of the OR study?

P-2: Did the implementing/collaborating organization(s) actively 1 2 3
participate in the implementation of the OR study?

P-3: Did the implementing/collaborating organization(s) participate 1 2 3
in developing programmatic recommendations?

P-4: Did the study accomplish its research objectives? 1 2 3

'"FRONTIERS/Tulane, 2001.
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P-5: Was the intervention implemented as planned (or with some
modifications)?

P-6: Was the study completed without delays (or other changes to
the timeline) that compromised the validity of the research design?

P-7: Was continuity in key personnel maintained over the life of the
OR project?

P-8: Was the study design methodologically sound (free of flaws
that could have affected the final results)?

P-9: Was the research design feasible in the local context?

P-10: Did implementing/collaborating organizations judge the OR
technical assistance to be useful and provided in a collegial
manner?

P-11: Were results of the OR study judged to be credible/valid in
the local context?

P-12: Was the research relevant for the national program?
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F-504

P-13: Were the results disseminated to key audiences, including
policy makers, program managers, and service providers?

P-14: Are the results readily available in written form?

I-1: Did the results indicate that the intervention was effective (i.e.,
that it improved service delivery in areas identified by the OR
study)?

I-2: Did the implementing/collaborating organization(s) “act on”
the results (i.e., continue to implement the activities tested in the
OR study after its completion if effective or not
implement/discontinue this activity if ineffective)?

I-3: If the intervention was effective and continued after the study,
were the activities tested under the intervention still observable 36
months post-implementation?

NA

I-4: If the intervention was effective and continued after the study,
was the intervention scaled up by the original implementing
organization in the same country?

NA

I-5: If the intervention was effective and continued after the study,
was the intervention adopted by another organization within the
same country?

NA

I-6: If the intervention was effective and continued after the study,
was the intervention replicated in another country?

NA




I-7: Was there a change in policy that can be linked to the OR 1 2 3
project?

I-8: Did the implementing/collaborating organization(s) conduct 1 2 3
subsequent OR studies?

I-9: Did the implementing/collaborating organization(s) conduct 1 2 3
subsequent OR studies without external technical assistance?

I-10: Did the original donor fund new or expanded program 1 2 3
activities based on the results of the OR study?

I-11: Did other donors provide new or expanded funding based on 1 2 3
the results of the OR study?

C-1: Were there other factors (not mentioned above) that facilitated the conduct of the
research project?

C-2: Were there other factors (not mentioned above) that facilitated the utilization of
results from this operations research project?

C-3: Were there other factors (not mentioned above) that hindered the conduct of the
research project?
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C-4: Were there other factors (not mentioned above) that hindered the utilization of results from
his operations research project?

C-5: Did the donor use the data from the OR study for a specific purpose?

C-6: Did the study include an assessment of the costs of the intervention?
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Appendix G

SERVICE PROVISION ASSESSMENT (SPA) INDICATORS!

Appendix G.1 Family Planning Services

Objectives and Priority Indicators

FP-1 IMPROVE EFFECTIVENESS OF FAMILY PLANNING THROUGH
QUALITY FAMILY PLANNING SERVICES
ASSESSMENT
1.1 % of facilities where at least 80% of the observed FP consultations included Observation
the following:
< new FP client consultations include assessment of essential components of
reproductive and health information required to screen for method
appropriateness
< pelvic examinations or method insertions met the all standards for quality
(Aggregate indicator)
1.2 % of facilities where STI diagnosis and treatment is a part of the FP service Inventory
1.3 Of facilities which use individual client cards, % where: Inventory
< during at least 80% of observed FP consultations, the Provider referred to Observation
the card either prior to or during the consultation
< for 100% of the observed FP consultations, the Provider wrote on the card
COUNSELING
1.4 % of facilities where at least 80% of the observed FP consultations included Observation
the following:
< clients were encouraged to express concerns or questions about methods
< clients who left with a method or referral for a method, received the
specified key point on use and side effects
< areturn visit was discussed with clinical method users
< some discussion occurred about risk of STIs and use of condoms for
preventing STIs
1.5 % of facilities where at least 80% of interviewed clients Exit Interview

< who report a method problem also report discussing this with the provider
< who report a method problem also report discussing other methods with the
provider

< report receiving information related to method use which includes
possible side effects, what to do if they have problems, and when to
return for follow-up

< report discussions which include all elements specified for good quality
provider-client interaction

< respond correctly to a relevant question for their method

< report correctly if their method protects against STIs and AIDS

'"'MEASURE DHS+/Macro, 2001
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FP-11

PROVIDE FAMILY PLANNING SERVICES UNDER CONDITIONS
THAT SUPPORT QUALITY OF CARE

AVAILABILITY OF EQUIPMENT AND SUPPLIES

2.1

% of facilities with all equipment and supplies for providing each clinical
method of FP which is offered, including medications for treating STIs and
blank individual client cards, if applicable, available (Aggregate indicator)

Inventory

INFRASTRUCTURE AND TOOLS FOR QUALITY SERVICES

2.2

% of facilities where FP services have:

< space routinely used for FP consultations that offers privacy

space routinely used for FP examinations that offers privacy

available elements for adequate infection prevention

written protocols or guidelines for FP methods

written protocols or guidelines for diagnosing and treating STIs

visual aids for providing education to FP clients about FP methods
visual aids for providing education to FP clients about STIs
information booklet/pamphlets about FP which client can take home

< information booklet/pamphlets about STIs which client can take home

A A A A A A A

Inventory

23

% of facilities where, among observed consultations for FP clients

< at least 80% were conducted under conditions which assured both visual and
auditory privacy

< at least 50% received instruction about family planning or related topics
where visual aids or models were used

Observation

INFORMATION SYSTEMS

24

% of facilities where FP services:

< maintain up-to-date register which provides minimum standard (country
specific) information on FP clients

< use individual FP client cards

Inventory

MANAGEMENT

25

% of facilities where, of interviewed Providers who provide FP services:

< at least 50% report having received training in issues related to FP within
the prior 12 months

< at least 50% of services report having received at least one supervisory visit
in the past six months

Provider
Interview

FP-I11

PROVIDE FAMILY PLANNING SERVICES UNDER A SYSTEM THAT PROMOTES

UTILIZATION

3.1

Average and median out-of-pocket expenditure for interviewed clients

Exit Interview

3.2

Compilation of % of clients who identify problems with service environment,
by problem

Exit Interview

33

% of facilities where at least 80% of observed new FP clients were given
verbal assurances of confidentiality

Observation

34

% of facilities where:

< Space routinely used for FP consultations offers privacy

< full range of clinical contraceptive methods as well as sterilization for males
and females are provided

Inventory
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STI-I

Appendix G.2 Sexually Transmitted Infection (STI) Services

Objectives and Priority Indicators

DECREASE HEALTH EFFECTS THROUGH QUALITY DIAGNOSIS
AND TREATMENT SERVICES FOR STIS

Tool

ASSESSMENT

1.1

% of facilities where at least 80% of the observed STI consultations included the
following:

< elicited basic information required for diagnosis using Syndromic Approach

< used some form of laboratory examination (referral, taking specimen, or
laboratory test actually conducted) as a part of diagnostic process

< included physical examination (external genitalia or pelvic examination) using
appropriate methods for visualizing STI symptoms

< at least 80% of observed physical examinations met all quality standards
(Aggregate indicator)

Observation

1.2

% of facilities where at least 80% of interviewed STI clients reported:

< providing specimen for laboratory examination or being prescribed a
laboratory test

4 being offered an HIV/AIDS test

Exit Interview

1.3

% of facilities:
< where antenatal clients are routinely offered testing for syphilis
< using clinical/etiologic diagnosis for STIs

Inventory

TREATMENT

1.4

% of facilities:

< where partner notification or follow-up is a routine part of the STI
consultation system

< where ANC or FP clients with STIs can receive treatment through that service

Inventory

1.5

% of facilities where all observed STI clients who were prescribed medications:
< leave the facility with condoms
<_leave the facility with all medications

Exit Interview

COUNSELING

1.6

% of facilities where at least 80% of observed consultations for FP included
some discussion of STIs

Observation of
FP
Consultations

1.7

% of facilities where counseling for all observed STI clients who were
prescribed medications included:

< discussion of partnership status

< encouragement to refer their partner(s) for treatment

< information on their diagnosis

< instruction on the importance of completing the full course of treatment
< a follow-up date to return for re-examination

< use of the condom for preventing transmission of STIs

Observation

1.8

% of facilities where:

4 100% of STI clients who report any laboratory or specimen exam, report they
know why the test was ordered/specimen taken

< at least 80% of STI clients report that the Provider discussed prevention of
STIs and HIV/AIDS and the client can mention at least one strategy

< at least 80% of STI clients report that the Provider discussed use of condoms

to prevent STIs /HIV/AIDS

Exit Interview
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1.9

Objectives and Priority Indicators
% of facilities where all interviewed clients who received prescriptions or
medications report that:
< the Provider discussed use of condoms
< they were informed of their diagnosis
< they will take their medications until they are completed

Tool
Exit Interview

STI-II

PROVIDE STI SERVICES UNDER CONDITIONS THAT SUPPORT
QUALITY OF CARE

AVAILABILITY OF EQUIPMENT AND SUPPLIES

2.1

% of facilities where STI services have available:

< all equipment and supplies for providing STI consultation and examination
using syndromic approach

< all equipment and supplies for providing STI consultation and examination
using clinical/etiologic approach

< all essential medications for treating most common STIs

< have condoms at the service delivery site for STI consultations

Inventory

INFRASTRUCUTRE AND TOOLS FOR QUALITY SERVICES

2.2

% of facilities where STI services have:

< space routinely used for STI consultations that offers privacy

< space routinely used for STI examinations that offers privacy

< clements for adequate infection prevention

< written protocols or guidelines for SYNDROMIC APPROACH to diagnosis
and treatment of STIs

< written protocols or guidelines for CLINICAL/ETIOLOGIC diagnosis and
treatment of STIs

< visual aids for providing education to STI clients about any aspect of STIs at
STI service sites; at FP service sites

< information booklet/pamphlets about STIs which client can take home at STI
service sites; at FP service sites

Inventory

23

% of facilities where, among observed consultations for STI clients:

< at least 80% were conducted under conditions which assured both visual and
auditory privacy

< at least 80% of observed consultation and examination of STI clients were
conducted using procedures for prevention of infection

< at least 50% receive education/counseling regarding STIs and related topics
that used visual aids

< all observed STI clients who were prescribed medications received
instructions on use of the condom for preventing transmission of STIs which
included use of visual aids/model

Observation

INFORMATION SYSTEMS

24

% of facilities where STI services maintain up-to-date register which provides
(at minimum) information that STI was diagnosed, and type of STI, along with
other minimum standard (country specific) information on STI clients

Inventory

MANAGEMENT

2.5

% of facilities where, of interviewed Providers who provide STI services:

< at least 50% report having received continuing training on STI related issues
within the prior 12 months

< at least 50% report having received at least one supervisory visit in the past six
months

Provider
Interview
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Objectives and Priority Indicators Tool

STI- PROVISION OF STI SERVICES UNDER A SYSTEM WHICH

111 PROMOTE UTILIZATION

3.1 Average and median out-of-pocket expenditure for interviewed clients Exit Interview

3.2 Compilation of % of clients who identify problems with service environment, by | Exit Interview
problem

33 % of facilities providing: Inventory

< space routinely used for STI consultations that offers privacy

< space routinely used for STI examinations that offers privacy

< STI services through clinics which cater specifically to STI clients
< confidentiality protocols

< informed consent for testing for STIs

34 % of facilities where: Observation
4 80% of observed clients were told about confidentiality of the consultation

< all observed clients who had a specimen taken or a laboratory examination
ordered were asked for their agreement or permission/the explanation included
some explanation that it was to check for infection or a specific type of STI
STI-IV | IMPROVE THE QUALITY OF LIFE AND MINIMIZE IMPACT OF
OPPORTUNISTIC INFECTIONS FOR HIV/AIDS PATIENTS
ASSESSMENT

4.1 % of facilities which: Inventory
< provide laboratory diagnosis of HIV/AIDS and tuberculosis

< have laboratory ability to monitor effectiveness of HIV/AIDS therapy
TREATMENT

42 % of facilities providing: Inventory
< medical management of opportunistic infections associated with HIV/AIDS
positive clients

< anti-retroviral therapy

< programs to support palliative care of HIV/AIDS positive clients

< programs to provide social support for HIV/AIDS positive clients

< programs to provide service or referral for all essential aspects of HIV/AIDS
treatment

< family planning counseling as a part of their services for HIV/AIDS clients
STI-V | PROVIDE HIV/AIDS SERVICES UNDER CONDITIONS THAT
SUPPORT QUALITY OF CARE

ESSENTIAL EQUIPMENT AND SUPPLIES

5.1 % of facilities where HIV/AIDS services have available: Inventory
< essential laboratory equipment and supplies for diagnosing HIV/AIDS
< essential laboratory equipment and supplies for diagnosing tuberculosis
< anti-retroviral medications

< supply of essential medications for treating most common opportunistic
infections for HIV/AIDS clients
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INFRASTRUCTURE AND TOOLS FOR QUALITY SERVICES

52

% of facilities where HIV/AIDS services have:

< space routinely used for HIV/AIDS consultations that offers privacy

< available elements for adequate infection prevention measures

< written protocols for clinical management of HIV/AIDS clients

< written protocols for referrals of HIV/AIDS clients

< booklets/pamphlets on HIV/AIDS available for clients to take home in each
service area where HIV/AIDS; STI; FP services are provided

< written list of sources for referrals for HIV/AIDS clients

Inventory

INFORMATION SYSTEMS

53

% of facilities where HIV/AIDS services maintain:

< up-to-date register which provides minimum standard (country specific)
information on HIV/AIDS clients

4 records on numbers of clients receiving anti-retroviral therapy

Inventory

MANAGEMENT

54

% of facilities where HIV/AIDS services have a system for follow-up on
referrals for HIV positive clients

Inventory

5.5

% of facilities where, of interviewed Providers who provide HIV/AIDS services:

< all either had training in HIV/AIDS during basic professional training or
report having received continuing training on HIV/AIDS related issues within
the prior 12 months

< where at least 50% report having received at least 1 supervisory visit in the
past 6 months

Provider
Interview

STI-VI

PROVISION OF HIV/AIDS SERVICES UNDER A SYSTEM WHICH
PROMOTE UTILIZATION

6.1

% of facilities which have/use:

< confidentiality protocols for HIV/AIDS

< informed consent for testing for HIV/AIDS

< HIV/AIDS counseling in space which offers privacy

Inventory

STI-
VII

PRO-ACTIVE ACTIVITIES TO DECREASE TRANSMISSION OF
HIV/AIDS

7.1

% of facilities:

< offering pregnant women voluntary counseling and testing for HIV and
education on MTC transmission

< providing VCT programs with related referral linkages

Inventory

7.2

% of facilities where at least 50% of interviewed Providers who offer <5
antenatal, newborn, STI, or HIV/AIDS services have been trained or received
continuing education regarding MTC transmission.

Provider
Interview
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Appendix G.3 Maternal Health Services

Objectives and Priority Indicators Tool

MAT-1 | IMPROVE PREGNANCY OUTCOMES THROUGH QUALITY

ANTENATAL CARE
ASSESSMENT
1.1 % facilities where, among observed ANC consultations: Observation
< at least 75% of first visits included assessment of essential components of Exit Interview
prior pregnancy history

< at least 75% were assessed for all major risk symptoms

4 100% had blood pressure taken

< at least 75% of clients 5+ months pregnant were asked about fetal movement
and fetal heart rate was assessed,

< at least 75% of clients 8+ months pregnant had abdomen palpated

< at least 75% received good quality ANC procedures (aggregate of assessment

indicators)
1.2 % of facilities using individual client cards, where: Inventory
< during at least 75% of observed ANC consultations, the Provider referred to Observation

the card either prior to or during the consultation.

< during 100% of the observed ANC consultations, the Provider wrote on the
card

TREATMENT

1.3 % facilities where among observed ANC consultations, at least 75%: Observation
« first visits had iron pills, tetanus toxoid, and anti-malarial medications
discussed or prescribed

< clients who were prescribed iron tablets and/or anti-malarials leave the facility
with the medications

< first visits were offered screening for HIV and/or VCT

< first visits were offered VDRL tests

1.4 % of facilities that: Inventory
< report routinely offering preventive and/or curative interventions for malaria;
HIV/AIDS; STIs.

< provide STI treatment by ANC service providers

1.5 % of facilities where at least 75% of interviewed ANC clients: Exit Interview
< report having been prescribed iron tablets and/or anti-malarial medications
during any ANC visit
COUNSELING

1.6 % of facilities where, of interviewed ANC clients: Exit Interview

< at least 75% report having been prescribed iron tablets and/or anti-malarial
medications and having received an explanation about the medications during any
ANC visit

< at least 75% report having received counseling during any ANC visit about
nutrition during pregnancy

< at least 75% report having received counseling about exclusive breast feeding
for at least six months during any visit

< 100% report having been counseled on warning signs or symptoms during
pregnancy and can name at least one major symptom

< at least 75% report some pre-planning thought for delivery and/or discussion
about delivery with the Provider
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MAT-
11

PROVIDE ANTENATAL CARE UNDER CONDITIONS THAT SUPPORT
QUALITY OF CARE

AVAILABILITY OF EQUIPMENT AND SUPPLIES

2.1

% of facilities where ANC services:

< have available all equipment and supplies for providing basic ANC and
postpartum examinations, including medications for treating STIs and blank
individual client cards, if applicable

< have laboratory capacity for diagnostic tests for different risk conditions
(malaria, syphilis, HIV/AIDS, anemia, proteinurea)

Inventory

INFRASTRUCTURE AND TOOLS FOR QUALITY SERVICES

2.2

% of facilities where ANC services:

< Space routinely used for ANC consultations offers privacy

< Space routinely used for ANC examinations offers privacy

< have available elements for adequate infection prevention

< have written protocols or guidelines for provision of ANC and management of
problems during pregnancy

< have visual aids for providing education to ANC clients

Inventory

23

% of facilities where, among observed consultations for ANC clients:

< at least 75% were conducted under conditions which assured both visual and
auditory privacy

< at least 50% received information about pregnancy or related topics where
visual aids were used

Observation

INFORMATION SYSTEMS

24

% of facilities where ANC services:

< maintain up-to-date register which provides minimum standard (country
specific) information on ANC clients

< monitor ANC coverage for a catchment population

< using individual ANC client cards

Inventory

MANAGEMENT

2.5

% of facilities where, of interviewed Providers who provide ANC services:

< at least 50% report having received training in issues related to maternity
within the prior 12 months

< where at least 50% report having received at least one supervisory visit in the
past 6 months

Provider
Interview

MAT-
111

PROVIDE ANC UNDER A SYSTEM THAT PROMOTES UTILIZATION

3.1

Mean and median out-of-pocket expenditure for interviewed clients

Exit Interview

32

Compilation of % of clients who identify problems with service environment, by
problem

Exit Interview

3.3

% of facilities where space routinely used for ANC consultations offers privacy

Inventory
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MAT-
1A%

IMPROVE BIRTH OUTCOMES THROUGH PROVIDING DELIVERY
CARE UNDER CONDITIONS WHICH SUPPORT QUALITY OF CARE

AVAILABILITY OF EQUIPMENT AND SUPPLIES

4.1

% of facilities providing delivery services, where delivery services have
available:

< all essential equipment and supplies, including medications for managing
common complications of labor and delivery

< equipment for managing complications of miscarriage or abortion

< all essential equipment and supplies for managing emergency obstetric cases

Inventory

4.2

% of facilities which report providing cesarean sections and
< have all essential equipment and have skilled personnel to provide caesarian
sections

Inventory

INFRASTRUCTURE AND TOOLS FOR QUALITY SERVICES

43

% of facilities where delivery services:

< have space routinely used for deliveries, offers privacy

< have available elements for adequate infection prevention

< have protocols or guidelines for managing normal deliveries and common
complications

< use the partograph and have blank copies available

Inventory

INFORMATION SYSTEMS

4.4

% of facilities that:

< maintain up-to-date register which provides minimum standard (country
specific) information on delivery clients

4 monitor coverage for delivery care for a catchment population

Inventory

4.5

4 % of facilities conducting cesarean sections that maintain up-to-date register
indicating numbers and dates

Inventory

MANAGEMENT

4.6

% of facilities that have:

< areferral system for complicated maternity cases requiring a higher level of
care

4 systems for reviewing maternal deaths and “near miss” deaths

Inventory

4.7

In areas having high proportions of non-facility deliveries, % of facilities
having active programs to increase proportion of safe deliveries

Inventory

4.8

% of facilities where, of interviewed Providers who provide delivery services
< at least 50% report receiving training in emergency obstetric care issues
within the prior 12 months

< all interviewed Providers who conduct deliveries report having used a
partograph within the prior month

Provider
Interview

MAT-

PROVIDE DELIVERY SERVICES UNDER A SYSTEM THAT
PROMOTES UTILIZATION

5.1

% of facilities offering 24-hour delivery services

Inventory

5.2

% of facilities where space routinely used for deliveries offers privacy

Inventory
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MAT-VI

IMPROVE BIRTH OUTCOMES THROUGH PROVIDING NEWBORN
CARE UNDER CONDITIONS WHICH SUPPORT QUALITY OF CARE

PREVENTIVE HEALTH SERVICES WHICH IMPACT ON NEWBORN

6.1

% of facilities:

< providing basic ANC services, including specific components which impact
on specific risk factors for newborn health (HIV, STI, Malaria, tetanus)

< having specified routine practices which promote a healthy newborn

Inventory

AVAILABILITY OF EQUIPMENT AND SUPPLIES

6.2

% of facilities:
< with basic equipment and supplies for managing fetal distress available
< with basic equipment for emergency care of newborn available

Inventory

INFORMATION SYSTEMS

6.3

% of facilities:
< which routinely weigh newborn
< with systems for reviewing newborn deaths and “near miss” deaths

Inventory

MANAGEMENT

6.4

% of facilities where, of interviewed Providers who provide newborn care:
< at least 50% report having been trained in issues related to neonatal care

Inventory
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Appendix G.4 Child Health (CH) Services

Objectives and Priority Indicators Tool

CH- | MINIMIZE MISSED OPPORTUNITIES FOR PREVENTIVE HEALTH
I INTERVENTIONS TO IMPROVE CHILD HEALTH

NUTRITIONAL ASSESSMENT

1.1 % of facilities where sick children are routinely Inventory
< weighed and weight plotted on growth chart Observation
4 assessed regarding immunization status

1.2 % of facilities where at least 80% of the observed consultations included Observation

discussion or consultation about

< weight/ growth of the child

< feeding/breast feeding practices for the child when not ill
1.3 % of facilities where at least 80% of the caretakers interviewed report that Exit Interview
< the sick child was weighed

< the child’s weight or growth was discussed with them

< normal feeding/breast feeding practices when the child is not ill were
discussed with them

COMPLETE MISSING IMMUNIZATIONS

1.4 % of facilities offering immunization services on all days sick children are Inventory
served
1.5 % of facilities where at least 80% of the observed sick children who are below | Exit Interview
two years of age leave the facility with all needed vaccinations recorded on
their cards

CH- | IMPROVE HEALTH OUTCOME FOR ILL CHILD

II

ASSESSMENT
2.1 % of facilities where at least 80% of observed sick children : Observation
< were assessed for presence of general danger signs

< were assessed for presence of cough or difficult breathing, diarrhea, and
fever

< were assessed for feeding/breast feeding patterns during this illness

< had assessment which included all essential items covered in IMCI criteria
(aggregate indicator)

2.2 % of facilities where routine components of sick child consultations include Inventory
physical assessment (respiratory rate count, measured temperature, physical | Observation
check for dehydration and/or anemia)
2.3 Of facilities which use individual child health cards, % where: Inventory

< during at least 80% of observed sick child consultations, the Provider Observation
referred to the card either prior to or during the consultation

< for 100% of the observed sick child consultations, the Provider wrote on
the card

TREATMENT

2.4 % of facilities where at least 80% of observed sick children receive: Observation
< appropriate treatment according to the classification of illness protocols for
IMCI

2.5 % of facilities where giving the first dose of oral medication to the sick child | Inventory
prior to leaving the facility is a routine component of care Observation
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COUNSELING

2.6

% of facilities where at least 80% of caretakers of sick children were advised
about:

< continued feeding or increasing amounts of food/breast-milk during this
illness

< counseling covering all major issues recommended in IMCI guidelines

< how to give prescribed medications

Observation

2.7

% of facilities where at least 80% of caretakers of observed sick children:

< who are prescribed medications, leave facility with all prescribed
medications

< report having received instructions on how to give oral medicines

< report feeling comfortable that they can provide the medications correctly
< report that the child was given a dose of at least one of the oral medications
< report receiving information on giving fluids and/or continued feeding for
the child during this illness

< report being told about the illness and signs for which they should return to
the facility

Exit Interview

2.8

% of facilities where visual aids were used during at least 50% of observed
sick child consultations, when providing instruction/education to the caretaker

Observation

CH-
111

PROVIDE SICK CHILD CONSULTATION UNDER CONDITIONS
THAT SUPPORT QUALITY OF CARE

AVAILABILITY OF EQUIPMENT AND SUPPLIES

3.1

% of facilities where sick child consultation services:

< have available all equipment and supplies for conducting examinations of
sick children, including all essential medications, all essential supplies for
immunization and, if applicable, blank child health cards

Inventory

INFRASTRUCTURE AND TOOLS FOR QUALITY SERVICES

3.2

% of facilities where sick child consultation services:

< have available elements for adequate infection prevention

< have written protocols or guidelines for management of childhood illnesses
< have visual aids for providing education to caretakers about child health

Inventory

INFORMATION SYSTEMS

33

% of facilities that:
< maintain up-to-date register which provides minimum standard (country
specific) information on sick child consultations

Inventory

MANAGEMENT

34

% of facilities where, of interviewed Providers who provide care for sick
children:

< at least one has received Integrated Management of Childhood Illness
(IMCI) training at any time within the prior 59 months

< at least 50% report having received any training in specific health
issues related to children within the prior 12 months

< at least 50% report having received at least one supervisory visit within the
past six months

Provider
Interview

CH-
1V

PROVIDE SICK CHILD CONSULTATIONS UNDER A SYSTEM
THAT PROMOTES UTILIZATION

4.1

Average and median out-of-pocket expenditure for interviewed caretakers

Exit Interview

4.2

Compilation of % of interviewed caretakers who identify problems with
service environment, by problem

Exit Interview
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Ch-

DECREASE CASES OF CHILDHOOD ILLNESS DUE TO
IMMUNIZATION-PREVENTABLE DISEASES

5.1

% of facilities which:

< provide both outreach and static vaccination services

< have appropriate storage system to maintain quality of vaccines

< have consistent supply of quality vaccines at immunization site

< have basic resources required to provide immunization services on service
days

< monitor coverage rates for vaccinations for catchment population

< monitor drop-out rate for DPT

< have essential elements to provide immunization services under conditions
which prevent infection

Inventory
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Objective and Priority Indicators Tool

FAC-I

Appendix G.5 Health Facility Services

INCREASE AVAILABILITY AND FUNCTIONING LEVEL OF
HEALTH SERVICES

INFRASTRUCTURE

1.1

% of facilities with:

< electricity which is available consistently when services are being
provided

< functioning generator with fuel

4_on-site water source

Inventory

SERVICE AVAILABILITY

1.2

% of facilities with:

4 at least one secondary level staff assigned

4 24-hour emergency services and at least two secondary level staff
assigned

4 24-hour access to emergency communication

4 capacity to manage ill patients overnight

< at least some level of service for each of the following: well and sick
child care, family planning, maternal health, and services for sexually
transmitted illnesses

< curative services provided at least five days per week, and preventive
child, maternal, and family planning services provided at least one day
per week

Inventory

FAC-
11

OPERATE HEALTH SERVICES USING SYSTEMS WHICH
PROMOTE QUALITY OF SERVICES

MEDICINE AND SUPPLIES LOGISTICS

2.1

% of facilities with:

< an up-to-date inventory for medicines, vaccines, and contraceptives
< reported routine system for ordering medications, vaccines, and
contraceptives

< first-in first-out stock storage for medications and vaccines, to
minimize drug expiration

< all medications (including vaccines) stored under conditions
conducive to maintaining quality of items

4 % ofall essential drugs, 100% of offered contraceptive methods,
100% of offered vaccines, available the day of the facility visit.

4 % of essential consumable supplies available the day of the
facility visit

< no expired medications mixed with good medications.

< evidence of well-functioning logistic system for medications and
consumable supplies (aggregate indicator with all of the above items)

Inventory

EQUIPMENT MAINTENANCE

2.2

% of facilities with:

< reported routine program for maintenance of major equipment

< more than ___ pieces of major equipment reported not functioning at
the time of the facility visit

< reported routine system for maintaining or replacing small equipment
< more than ___ pieces (or %) of small equipment reported not
functioning at the time of the facility visit

Inventory
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SYSTEMS FOR INFECTION PREVENTION

2.3

% of facilities with:

< functioning equipment and reported systems for sterilizing/high level
disinfection of equipment that meets standards

< safe disposal of sharp objects in all service provision areas where
relevant

< decontamination solution in examination room, where relevant

< hand-washing soap and water available for all services surveyed
during facility visit

< adequate disposal practices for hazardous waste

< evidence of well-functioning systems for prevention of infection
(aggregate indicator with all of the above items)

Inventory

MANAGEMENT

24

% of facilities with:

< a formal system for reviewing administrative issues which meets
routinely at least every six months

< asupervision visit from outside the facility at least once during the
prior six months

< a known catchment population

< all interviewed secondary level staff having received continued
education on a topic related to care of the sick child, maternal health,
family planning, STIs, or HIV/AIDS at least once during the prior 12
months

Inventory

Provider
Interview

FAC-
111

PROVIDE HEALTH SERVICES UNDER CONDITIONS THAT
PROMOTE UTILIZATION

COMMUNITY COMPONENTS

3.1

% of facilities with:

4 community members as routine participants in the formal system for
reviewing administrative issues for the facility

< participation in some type of formal plan which includes
community/client financial support *plan will vary by country*

Inventory

CLIENT COMFORT

32

% of facilities with:

< protected client waiting area

< facilities with functioning latrine for client use
4 maintenance at acceptable level of cleanliness

Inventory
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Appendix H

ILLUSTRATION OF THE CALCULATION OF UNMET NEED

FOR FAMILY PLANNING FROM THE PERU DHS (2000)

Not Using Contraception

H-524

31.1%
Pregnant or Amenorrheic Not Pregnant nor Amenorrheic
12.9% 18.2%
Fecund Infecund
8.6% 9.6%
h 4
Method Pregnancy Pregnancy Pregnancy Want Later Want No Want
Failure Intended Mistimed Unwanted 1.5% More Soon
3.4% 5.0% 2.0% 2.5% 4.2% 2.9%
Total Unmet Need
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